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IN BRONCHIAL ASTHMA..”MARKED INCREASE IN VITAL CAPACITY 


objective evidence of reli. 


Dexamethasone produced moderate to excellent improvement in 85 
per cent of 143 patients with bronchial asthma and pulmonary 
emphysema. Objective evidence of antiasthmatic effects: ‘Marked 
Increase in Vital Capacity and Maximum Breathing Capaci'y’”’ 


... increased Efficiency in The Air Flow Dynamics of Maximal Cou; h.”" 


, Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon- shaped tab) es in 
bottles of 100. Also available as Injection DECA!)0N 
Phosphate and new Elixir DECADRON. 

Additional information on DECADRON is avail- 

able to physicians on request. DECADRON 

is a trademark of Merck & Co., Inc. 


*Bickerman, H.A., etal.: Physiologic and 

steroid therapy in respiratory disease, 
Scientific Exhibit, A.M.A. Convention, 
Atlantic City, N. J., June 8-12, 1959. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa 
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Brand of Valethamate bromide 


~% 


in the G.L tract in acute gastrointestinal upsets and attacks of pylorospasm, 
pain and spasm are promptly controlled.*:? “‘Murel”’ with Phenobarbital has been employed 
in functional disorders of the gastrointestinal tract with outstanding success.? 


in the G.U. tract «murei” rapidly relieves smooth muscle spasm in renal colic, irrita- 
ble bladder, pyelonephritis, pyelitis, and urethritis.*-> 


in the Billary tract in 22 patients with posthepatic biliary disease and chronic 
cholecystopathies with or without stones, ‘‘Murel” relieved pain in all but 2 patients, who 
required subsequent surgery.* 


as adjunctive therapy in Peptic Ulcer among 97 peptic ulcer patients, 92 
per cent experienced complete or substantial relief of pain within three days.* 


Remarkably free from drug-induced complications: Visual disturbances, mouth dryness, inter- 
ference with micturition or bowel evacuation occur in only 4 per cent of cases, compared to 
as high as 15 per cent with other antispasmodics, especially the anticholinergics.* 


Average Suggested Dosage: Oral—40 to 80 mg. daily (in divided doses), depending on condition and 
severity. The higher range of dosage is usually required in spasm of the genitourinary and biliary tracts. 
When anxiety and tension are present, ““Murel”’ with Phenobarbital is suggested. Parenteral—'n acute, 
severe spasm — 1 to 2 cc. 20 mg.) |.V. or |.M. Subsequent injections may be given every 4-6 hours up 
to a maximum dosage of 60 mg. in 24 hour period. 

Precautions: As with other antispasmodic agents, caution should be exercised in patients with prostatic 
hypertrophy, glaucoma, pyloric obstruction with significant gastric retention, and in the presence of cardiac 


arrhythmias. ““Murel”’ Injectabie and phenobarbital sodium in solution are chemically incompatible when 
mixed in the same syringe. . 


Side effects such as mouth dryness, disturbances of accommodation, interference with circulation, micturi- 
tion, or defecation have occurred occasionally, but usually at higher than average dosage. 
Available: 
No. 314—“‘Murel” Tablets — Each tablet contains 10 mg. Valethamate bromide 
No. 318—“Murel” with Phenobarbital Tablets— Each tablet contains 10 mg. Valethamate bromide 
with '/4 gr. phenobarbital. (Warning: May be habit-forming.) 
No. 315—“‘Murel’”’-S.A. Sustained Action Tablets—Each tablet contains 40 mg. Valethamate bromide 
No. 319—“‘Murel” with Phenobarb-S.A. Sustained Action Tablets— Each tablet contains 40 mg. 
Valethamate bromide with '/2 gr. phenobarbital, present as the sodium salt. 
(Warning: May be habit-forming.) 
Bottles of 100 and 1,000. 
No. 405—“‘Murel”’ Injectable — Each cc. contains 10 mg. Valethamate bromide, in 5 cc. vials. 
(This sterile aqueous solution also contains 2% benzyl alcohol: adjusted to pH 5 
with sodium acetate and acetic acid.) 
References available on request. 
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In SHOCK 
when only corticosteroids 
can give the desired results 


@ mg. for mg. the most active steroid— 
Injection DECADRON® Phosphate is ready for 
immediate use—no reconstitution. 
@ in true solution—Injection DECADRON Phosphate 
flows readily even through a small-bore needle. 

| @ dramatic response in minutes, 1.M. or 1.V.— 

‘ Injection DECADRON Phosphate may be injected 
as rapidly as desired. 


Injection DECADRON Phosphate remains fully 
active for at least 2 years at room temperature. 


Indications: In allergic emergencies, 
acute asthma, overwhelming infections 
(with antibiotic coverage), transfusion 
reactions, acute traumatic injuries. 
Injection DECADRON Phosphate 
can also be used in acute 
dermatoses, Addison's disease, 
adrenal surgery, panhypo- 
pituitarism, temporary adrenal 
Suppression, rheumatoid arthritis, 
soft-tissue disorders. 


NOTE: Do not inject into 
intervertebral joints. 
CAUTION: Steroids should not 
be given in the presence of 
tuberculosis, chronic nephritis, 
acute psychosis, peptic ulcer, 
or ocular herpes simplex. 
Additional information on 
Injection DECADRON 
| Phosphate is available to 
} physicians upon request. 
DECADRON is a trade- 
mark of Merck & Co., Inc. 
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Resident Staff Director 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians 
and interns, When possible, 
‘wo copies of the manuscript 
thould be submitted. 
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ALEVAIRE 


(NONTOXIC MUCOLYTIC DETERGENT AEROSOL) 


‘results are impressive. This dreaded condition usually improved in 
a few hours, and it was really striking to see a cyanotic baby with gasp- 
ing respirations and suprasternal retraction become relaxed and pink 


in such a short period of time. 


In the elderly patient with chronic bronchitis ‘‘. .. favorable therapeutic 
response is obtainable with the use of Alevaire.’’ 


ALEVAIRE 
is very helpful in: 


* neonatal asphyxia (due to inhalation of 
amniotic fluid, mucous obstruction, ate- 
lectasis) 

croup « laryngitis tracheobronchitis 

* pertussis * pneumonia « bronchial asthma 

eemphysema «bronchiectasis «lung 
abscess 

* pneumoconiosis * smoke, kerosene poi- 
soning 

poliomyelitis (respiratory complications) 

* routine oxygen therapy « tracheotomy 

* prevention of postoperative pulmonary 
complications 


1. Smessoert, Andre; Collins, V. J., and Kracum, V. D.: New York J. 


Med. 55.1587, june 1, 1955. 
2. Bonyoi, A. L.: Geriatrics 14.621, Oct., 1959 


Alevaire is supplied in bottles of 60 cc. 
for intermittent therapy and bottles of 
500 cc. for continuous inhalation therapy. 
Alevaire should not be diluted. Alevaire 
solution is ready for use in a concentra- 
tion optimal for fine droplet stability and 
therapeutic efficiency. 
Write for illustrated brochure. 
LABORATORIES 


New York 18, N.Y. 
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Anesthesiology 


J. ApRIANI, M.D., Director, Depart- 
ment of Anesthesiology, Charity Hos- 
pital of New Orleans. 


Max S. Sapove, M.D., Director, De- 
partment of Anesthesiology, Univer- 
sity of Illinois. 


Dermatology 


Marion B. SULZBERGER, M.D., Pro- 
fessor and Chairman, Department of 
Dermatology and Syphilology, New 
York University Postgraduate Medi- 
cal School. 


General Practice 


C. WesLey EIseELe, M.D., Chief, Gen- 
eral Practice Residency Program, Uni- 
versity of Colorado. 


GeorGeE ENTWISLE, M.D., General 
Practice Program, University Hospi- 
tal, Baltimore. 


Medicine 


WILLIAM B. BEAN, M.D., Professor of 
Medicine, University of Iowa Medi- 
cal School. 


C HARLES Davipson, M.D., Associate 
Professor of Medicine, Harvard Medi- 
cal School. 
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DPTIMUM NUTRITION — 
Providing all the normal 
dietary requirements 
plus a reserve for stress 
pituations, while avoid- 
ng the hazards of exces- 
sive amounts of individ- 
jal nutrients. 


REFERENCES: Jeans & 
Marriot: Infant Nutri- 
ition, Ed. 4, Mosby (1947) 
Adam, Doris J.D., et al: 
J. Nutrition 66:555 (1958) 
« Hansen, A.E., et al: J 
Nutrition 66:565 (1958) 
« Recommended Dietary 
Allowances, NAS-NRC 
Publ. 589 (1958) + U.S.- 
P.H.S. Milk Code, Federal 
Security Agency Publ 
220 (1953 


This |COMPLETE |formula protects you 
babies against butterfat intolerance 


@assures optimal caloric efficiency 
Smaintains skin integrity 
@eliminates sour odor 


These advantages in Baker’s Modified Milk result from complete 


butterfat replacement with controlled amounts of coconut an¢ 
corn oils. 

Since the infant’s health depends upon total adequacy of his die 
Baker’s Modified Milk also provides an optimum protein level 
(3.7 gms/kg of body weight/day), 7% carbohydrate as multiple sug 
ars, and the Recommended Daily Allowances of vitamins and iron 
That is why more and more physicians, and hospitals, specif 
Baker's Modified Milk. It is complete... at low cost per feeding: 
Made only from Grade A Milk—liquid or powder. 


Bakers MODIFICD MILK 


is scientifically formulated to duplicate the nutritional results of human mi 


THE BAKER LABORATORIES, INC. + Cleveland 15, Ohio 
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JAMES MarvIN Baty, M.D., Physi- 
a Boston Floating Hos- 
pi 


Plastic Surgery 


NEAL Owens, M.D., The Owens 
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The 613-R Dynaclave 
low-cost, high-speed 

‘autoclave — portable 
automatic — efficient 


EVERY 
PHYSICIAN 


CAN NOW GIVE PATIENTS THE POSITIVE PROTECTION 


The NEW 8816M Autoclave 
Redesigned to meet the same exacting 
sterilization standards of the 8816, 
but at substantially lower cost and with 
greater capacity. 


AMERICAN 


STERILIZER 


ERTE* PENNSYLVANIA 


Service Centers in... 

Atlanta, Boston, Chicago, Cincinnati, Dallas, 
Denver, Detroit, Los Angeles, New Orleans, 
New York City, Philadelphia, Pittsburgh, 
Richmond, St. Louis, St. Paul, San Francisco, 
Seattle, Tampa, Washington, D. C., 
including a dispersed Amsco Serviceman 


The 1022 Aristocrat Autocleve 


Office pressure steam 
sterilization to hospital 
standards and convenience 


OF PRESSURE STEAM 
STERILIZATION 


One of these Amsco Autoclaves can sub- 
stantially aid your efforts toward improved 
patient protection against the contaminated 
needle, or other instruments in your office. 

Assurance of the positive protection of 
pressure steam sterilization is a comfort 
appreciated most highly by the physician 
who has faced the problem of cross- 
contamination. There is an authorized Amsco 
Dealer near you — ready to advise and 
serve your requirements for sterilization 
equipment and adequate techniques. 
Mailing this coupon with your letterhead will 
bring full details... 


Send Bulletin on Autoclaves 613-R [] 8816M () 1022 
and location of nearest Amsco Dealer 
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herapeutic 
Reference 


The following index contains all the products ad- 
vertised in this issue. Each product has been listed 
under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 


more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 


Allergic Disorders and Asthma 


Novahistine LP ............ 
Analgesics, Narcotics, 
Sedatives and Anesthetics 
Darvon Compound, Darvon 
Compound-65 ........ 176, 177 
... 149 
Antacids 
53 
Antibiotics 
Achromycin IV, IM . : 58 
24 
133 


Terramycin, Terramycin IV 
Sa Between pages 20, 21 


Anticoagulants 
.. 145 
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Antidepressants 

184, 185 
Antiemetics 

Antispasmodics 

55 
6 
Arthritic Disorders and Gout 
Medrol Medules ........... 32 


Cardiovascular Disorders 
Esidrix-K 
Gitaligin 
Hydropres 
Rautrax-N 
Ser-Ap-Es 


Careers 


RESIDENT PHYSICIAN 


| 
4d al 
33 
will 29 
8, 19 
26 
VA Residencies* .......... 179 
15 


A STUDENT ANTHOLOGY 


The captain prescribes a cure 


In the mercantile marine of the early nine- 
teenth century, the captain—in addition to 
his strictly nautical duties—often had to fulfill 
the functions of physician and surgeon. Most 
often the problems were not difficult, for by 
this time effective methods of sanitation and 
ventilation had been devised, the seamen’s 
faulty diet was improved, and the problem of 
keeping drinking water in usable condition 
had been solved by the substitution of iron 
tanks for wooden casks. 

Boils were the commonest surgical con- 
dition, while constipation was the most prev- 
alent medical complaint. The latter was kept 
in check by the enormous quantities of Epsom 


One of a series presented by 


salts which formed the most important com- 
ponent of the stock of drugs. The ship’s med- 
icine chest usually included a booklet of 
instructions and sometimes, to simplify the 
difficult arts of diagnosis and treatment, dif- 
ferent diseases were numbered to correspond 
with bottles containing suitable remedies. A 
favorite tale, perhaps apocryphal as are most 
salt-water yarns, is of an ingenious captain 
who, having devided that his patient presented 
symptom complex No. 9 and finding this 
bottle empty, rose to the situation by admin- 
istering equal doses of No. 3 and No. 6. 
—Kart Voce: Great Adventures in Medi- 
cine, New York, The Dial Press, 1952. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE, NEW YORK 
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Electrocardiograph 
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G.U, Therapy 
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Furestrol Suppositories 
Gantrisin . 

Pyridium 

Hematinics 

Iberet 


Hemorrhoids and 
Rectal Disorders 


Anusol, Anusol-HC . 
Infant Formulas and Milk 
Baker’s Modified Milk 
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Inhalation Therapy 


Alevaire 
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Accident and Hospital 
Insurance* 
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Anticonstipation Preparations 
Fleet Enemas 


Menstrual, Premenstrual and 
Menopausal Syndromes 


Student Anthology* 


Muscle Relaxants 


Parafon Forte .... 
Robaxin 


Albumisol 


Steroids and Hormones 
Cordran, Cordran-N 
Between pages 36, 37 


Phosphate 
Injection 
Haldrone .. 
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. Between pages 36, 37 
Hydrocortone 
Injection 
Veriderm . 


Tranquilizers 


Compazine, Stelazine, 
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Librium Injectable _... 
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Ulcer Management 
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is pharmaceutical 


dvertising 


really “advertising”? 


of course it is, though some have called it 


‘education” . . . not really “advertising.” 


Of course it’s “advertising”. . . a frankly competitive activity of the 
American private enterprise system to which this industry belongs. Of 
ourse it’s “advertising”...created in the hope of getting the physician 
o note and read; of persuading him, by setting forth proven indications 
and advantages, to learn about a drug; and of thereby helping him alle- 
iate suffering or cure disease by préscribing it. 


“Advertising”? Surely! BUT indisputably different from any other ad- 
@mvertising in the world (which is just what has led people to devise var- 
@mious different names for it). For in its proper role it communicates the 

ital information ... good, bad, and indifferent... and it keeps the phys- 
cian abreast of each useful new clinical application and é¢ach new 
danger revealed during increasing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have 
been occasional excesses. But consider the potential dangers, in this era of 
stonishing new drugs, of “under-advertising”...in view of the complexity 
of modern drug therapy; the lag of 6 to more than 18 months before the 
appearance of definitive medical articles on new drugs; and the fact that 
here is no other source of such comprehensive information about a new 
agent as the company that ran it through the crucial gauntlet of animal 
pharmacology and clinical investigation. 


This message is brought to you on behalf of the producers of prescription 
drugs. For additional information, please write Pharmaceutical Manufac- 
turers Association, 1411 K Street, N.W., Washington 5, D.C. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of 
Medicine and Director of Radiology, Bellevue Hospital Center 


A seven-year-old Ne- 
gro female complain- 
ing of swelling of the 
abdomen, weakness 
and shortness of 
breath. 


What Is Your 
Diagnosis? 


. Normal 
. Cooley’s anemia 


. Osteogenesis 
imperfecta 


. Osteopoikilosis 


(Answer on page 197) | 4 
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Two Pyridium tablets t.i.d. relieve the 


pain of urinary infection in only 30 
minutes. During the first 3 to 4 days of 
therapy, Pyridium, prescribed along 
with any antibacterial of your choice, 
will make your patient comfortable un- 
til the antibacterial reduces inflamma- 
tion and controls the infection. 


sician 


‘PATIENTS WITH SEVERE URINARY PAIN WANT RELIEF NOW. 


PYRIDIUM 


brand of phenazopyridine HCl 


AVERAGE DOSE: Adults—2 tablets t.i.d. Chil- 
dren 9 to 12 —1 tablet t.i.d. suppiiep: 0.1 
Gm. tablets, bottles of 50. PRECAUTIONS: 
Pyridium is contraindicated in patients 


with renal insufficiency 
and/or severe hepatitis. 


Full dosage information, 
MORRIS PL ws 


available on request, should 
be consulted before initiat- 
ing therapy. 
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Read the EKG... 


| Edited by Albert L. Rubin, M.D. 
| Associate Professor of Medicine, Cornell University Med 


What Is Your Diagnosis? 


CASE: A 46-year-old woman had a routine 
electrocardiogram taken prior to elective surgery. 


EKG: Heart rate: 75 
Left axis deviation 
PR interval: .18 seconds 
QRS interval: .16 seconds 
QT interval: .42 seconds 
RSR complex aVR, V 
Prominent wide S wave I, II, aVL, V 4-6 
Delayed intrinsicoid deflection 


(Answer on page 197) 
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BRAND OF N 


prompt = thorough dependable safe » economical 
control of infection throughout the urinary system 


“, « «Seems to be by far the most effective drug to be employed, and this has 
been substantiated in practice. It is a drug of low toxicity and, what is more 
important, bacteria rarely if ever become resistant to it. It can be employed 
for long periods of time, is bactericidal and does not favor the appearance of 
monilial infections.” 

Average FuRADANTIN Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or 
milk on retiring. For acute, uncomplicated infections, 50 mg. may be administered. 


If improvement does not occur in 2 or 3 days, increase the dose to 100 mg. q.i.d. 
Supplied: Tablets, 50 mg. and 100 mg. Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Birchall, R.: Am. Practit. 11:918, 1960. 2. Sanjurjo, L. A.: Med. Clin. 
N. Amer. 43:1601, 1959. 


Complete information in package insert or on request to the Medical Director. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. 


regnancy Bacteriuria Hypertension 
| 
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DERMATOLOGY 


Diagnosis, 


Please! 


Edited by Rudolf L. Baer, M.D., Professor and Chairman of the Department 
of Dermatology; Alfred Kopf, M.D., Associate Professor; and Morris Leider, 
M.D., Associate Professor, New York University School of Medicine, 


DESCRIPTION: The eruption was 1) limited to the “exposed” 
areas, 2) flared up seasonally in August and September and 3) 
cleared after the end of the ragweed pollen season. Patch tests 
with ragweed oleoresin were strongly positive. 


What Is 
Your Diagnosis? 


1. Angioneurotic Fad 


edema due to 
penicillin 


2. Ragweed 
contact dermatitis 


3. Dermatomyositis 
4. Polymorphous 


light eruption 


(Answer on page 197) 
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Witch Doctors 


guaranteed to cast 


a decorative spell 


over your office, 


or home 


These witch doctor figures are handcarved by 
members of the Wazaramu tribe in Tanganyika. 
The wood is solid ebony, as hard and shining as 
black marble. 


Because they are made by individual native crafts- 
men, no two figures are exactly alike. This means that 
at a small cost you can get a work of art—an original 
sculpture—that is unique. Sizes range from 12 to 15 
inches in height. 


Price: Figure A, $6.95 Figure B, $5.95. 

To cover packing, mailing and insurance charges, 
please add (for each figure ordered) 45 cents for “a 
shipments East of the Mississippi, 95 cents for ship- 
ments West of the Mississippi. 
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Letters to the 
Editor 


Miami Program 

The proposal which was made 
for a postgraduate program for 
foreign physicians by Doctor 
Henry K. Silver, Professor of 
Pediatrics, University of Colo- 
rado, in the July 1961 issue of 
RESIDENT PHYSICIAN was of 
great interest to us at the Univer- 
sity of Miami School of Medi- 
cine. Doctor Silver suggested 
that the most important features 


38 


— 
= Unsigned letters will neither 
Lie be published nor read. 
ag However, at your request, — 
your name will be withheld. | 


of a postgraduate program would 
be instruction in English, famil- 
iarization with American equip- 
ment and techniques, refresher 
courses in certain aspects of diag- 
nosis and therapy, and the per- 
sonal integration into the Ameri- 
can way of life. 

Doctor Silver went on to indi- 
cate that he thought this should 
be done at a variety of centers 

—Continued on page 42 
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—Continued from page 38 

and that the amount of time spent 
should be proportional to the 
needs of each individual or 
groups of individuals. He fore- 
saw one such center on the West 
Coast, one on the East Coast, 
and he suggests that a third cen- 
ter in New Orleans, Denver, or 
Los Angeles might be set up for 
graduates from Mexico, Central 
and South America. 

I would like to draw the atten- 
tion of your readership to the fact 
that the University of Miami 
School of Medicine has, for the 
past year, presented a postgradu- 
ate program such as he suggests 
to over 500 foreign born physi- 
cians. All of them have come 
from Mexico, Central and South 
America. The program has been 
structured in a fashion such that 
intensive courses in English are 
given, the American clinical ap- 
proach is stressed on a personal 
basis, and every group of five or 
ten physicians has his own Amer- 
ican tutor who helps him inte- 
grate into the American way of 
life. In addition, four days of 
testing are done at the beginning 
of each program and at the end 
of each program, and by this 
means the specific needs of each 
individual can be objectively 
measured and a separate tutorial 
program arranged to meet these 


needs. Furthermore, we are able 
to measure our success in meet- 
ing individual and group aca- 
demic and linguistic needs. 

Any of your readers interested 
in additional information con- 
cerning this program is invited to 
correspond with us. 

Emil P. Taxay, M.D. 


UNIVERSITY OF MIAMI 
SCHOOL OF MEDICINE 


South Africa Progress Note 
During the period of my resi- 
dency in Suffolk, Va., until 
March of this year, I became very 
interested in x-ray units and pro- 
cedures, especially by the en- 
couragement of our very able ra- 
diologist. Today, when I opened 
my copy of South African Med- 
ical News, an independent news- 
paper for the medical profession, 
published monthly in South Af- 
rica, I really felt stimulated, and 
also to some extent proud. Med- 
ical development in this country 
is undoubtedly making rapid 
progress, and I thought I would 
send you a clipping, which you 
might like to publish or extract, 
as it may possibly be of interest 
to doctors, and friends of mine in 
the U.S. This development was 
of particular interest to me be- 
cause prior to my service in the 
U.S.A., I had served on the staff 


—Continued on page 48 
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the diverse clinical uses 
of these basic SK&F 
psychopharmaceuticals? 


COMPAZIN 


brand of prochlorperazine 


STELAZIN 


brand of trifluoperazine 


THORAZINE 


brand of chlorpromazine 


ILED INFORMATION on these 
widely prescribed medications, see the 
SK&F representative who contacts your 
hospital or write to: Medical Department, 
Smith Kline & French Laboratories, 1500 

n Street, Philadelphia 1, Pa. 
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—Continued from page 42 
of the National Hospital in 
Bloemfontein for almost three 
years as a resident in thoracic 
surgery... . 

Johannes J. Frick, M.D. 
PAARL HOSPITAL 
SOUTH AFRICA 
© The clipping refers to the in- 
stallation of “the most modern 
x-ray unit available in Southern 
Africa” in the Bloemfontein Na- 
tional Hospital. In addition to an 
image intensifier, the new unit is 
equipped with a 16 mm. cine 
camera. 


Overseas Study 


I am going to complete my 
pediatric residency training on 
July 1, 1962. I am interested in 
overseas study after that date. I 
would appreciate it very much if 
you could provide me with any 
information you have regarding 
the opportunities available. 
DaLLas, TEXAS K.C.H. 

¢ There are two main sources 
for the information requested. 
Since many physicians have writ- 
ten us expressing an interest in 
opportunities for study overseas, 
the following information is given 
in some detail: 

The United Nations Educa- 
tional, Scientific and Cultural 
Organization (UNESCO) pub- 
lishes an International handbook 


of fellowships, scholarships, and 
educational exchange. Volume 
twelve for 1960-1961 provides a 
comprehensive listing by special- 
ty, nation and sponsor group oj 
the opportunities available in 115 
nations and territories. These 
scholarship and fellowship list- 
ings cover 100,000 individual op- 
portunities offered by 1,761 agen- 
cies and describes study periods 
ranging from two weeks to eight 
years. The volume, entitled 
“Study Abroad,” may be avail- 
able at your local library or may 
be obtained by writing UNESCO, 
United Nations Headquarters, 
New York City, New York. 

The second source of informa- 
tion is The Institute of Inter- 
national Education with head- 
quarters at 1 East 67th Street, 
New York 21, New York. As a 
clearing house for information 
for foreign students the IIE can 
refer interested persons to some 
of the many organizations which 
offer information, advice, and in 
some cases practical help in meet- 
ing the special needs of U. S. 
citizens wishing to study abroad. 

Publications of the IIE include 
“Open Doors,” a report on five 
surveys including one on stu- 
dents from the U. S. A. in foreign 
institutions of higher education, 
and faculty members from the 

—Continued on page 52 
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Most hypertensive 
| patients need more 
~ than one drug, but 
most hypertensive 
| patients need only 
one Rx... 


er-Ap-Es 


CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart ; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


Supplied: Ser-Ar-Es Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline hydrochlo- 
ride, and 15 mg. Esidrix. For complete information about Ser-Ap-Es (including dosage, cau- 
tions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 
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The 1962 Daily Log is now ready to 
provide you with complete business facts 
about your practice — overhead; re- 
ceipts; charges; taxes; net earnings. 
Easy to use — designed specifically tor 
your profession. Only a few minutes a 
day required to keep complete practice 
management records; helps you avoid 
| tax troubles; saves you time and money. 
| Fully dated, looseleaf; printed new each 
year. 

PRICES: Regular Edition, one 40 line 
page a day, one volume, dated for 
1962 — $7.75 Double Log Edition, 
two facing pages of 40 lines for each 
day, two volumes, dated for 1962 — 
per set — $13.50. “es 


Satisfaction Guaranteed 
THE COLWELL COMPANY 


271 Kenyon Road Champaign, Illinois 


ond me 1962 Regular Double Daily 
og for 


D Please eteinel me ope information plus FREE Record 
Supplies Catalog Kit. 


Dr 


Address. 


City. State. 


'—Continued from page 48 


(Uz S. A. studying abroad. Priced 
at $1. This is published in May. 
“United States Government 
Grants.” Graduate study under 
the Fulbright Act, Inter-Amer- 
ican Culture, and the Smith- 
"Mundt Act, published in May. 
“Fellowships Offered by For- 


Governments, Universities, 


and Private Donors.” Fellowships 
and scholarships administered by 
IIE for study abroad. Published 
annually, no charge. 

“Summer Study Abroad.” Pro- 
grams at foreign universities for 
U. S. students. Published annual- 
ly, no charge. 


Love of Country? 


HURRAH FOR CLYDE SE- 
COY, M.D. I agree most heartily 
with his pertinent sentiments 
(RESIDENT PHYSICIAN, Septem- 
ber, “Letters to the Editor”) with 
reference to a physician’s duty to 
his country and his disdain for 
doctors who overtly and covertly 
attempt mitigation of so honor- 
able and solemn an obligation. 

There are men who now be- 
lieve the sentiment of patriotism 
is chauvinism and the nation’s 
fighting soldiers alive and dead 
are not to be served, nor are the 
nation’s traditions to be respected 
and defended. 

This group did not register 
with the Berry Plan. Safe enough 
during the indolent days of the 

—Concluded on page 58 
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THE UPJOHN COMPANY 
MALAMAZOO, MICHIGAN 


REG. U.S. PAT. OFF.—TOLBUTAMIDE, 
COPYRIGHT 1961, THE UPJOHN COMPANY 
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—Concluded from page 52 
cold war and dwindling draft calls 
. but now that megaton dust 
chokes dreams of tomorrow and 
the Berlin Crisis backs us to the 
wall, sounding once again the 
bugle call to arms, now where are 
our residents in defection and 
dodging? They are sudden vol- 
unteers in the NIH and Public 
Health Service, seeking profes- 
sional and career shelters. Be- 
cause of the slack created by 
their conscientious dodging, both 
active and inactive reserve physi- 
cians are being called for the 2nd 
time to duty, interrupting resi- 
dency training and family life. 


Intravenous, vials, 
100 mg. (with 250 mg. Vit. C), 
2650 mg. (with 625 mg. Vit. C), 
500 mg. (with 1250 mg. Vit. C). 


Intramuscular, vials, 

100 mg. (with 250 mg. Vit. C), 
2650 mg. (with 275 mg. Vit. C). 
(each with procaine HC! 40 mg., 
magnesium chloride 46.84 mg.) 


Are they physicians who ask 
not how they may serve their 
country, but how their country 
may serve them? Do they deserve 
the robes, if they hold not dear 
that indivisible trinity, love of 
fellow men, love of God, and love 
of country? 

Oh, that patriotism were once 
again a noble sentiment among 
all men and among all physicians; 
for if they love not first their own 
nation, how can they know the 
love of all men and all nations? 

(Capt. ANTHONY G. GRISTINA, 

(MC) USAFR 
HOsPITAL FOR SPECIAL SURGERY 
New York, NEw YORK 


tracycline N 


a standard in parenteral antibiotic therapy 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. Qa» 
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THE HISTORY AND PHYSICAL 
AMINATION OF THE PATIENT 


il. The Physical Examination 


It would seem quite logical to believe that probably the 
greatest cause of missed diagnoses is an imperfect physical 
examination. At least that is what one hears when dis- 
cussing this subject with one’s colleagues. Not that we 
mean that a careful and meticulous physical examination 
of a patient can make up for a badly taken and slovenly 
history. Rather, that the doctor who takes a good history 
and performs a thorough physical examination will be 
able to make the major diagnoses in about eighty to 
eighty-five percent of the patients that he sees. Now, 
certain of our readers will consider this last statement an 
exaggeration but if they sit back and consider this matter, 
the verity of it will dawn upon them. Furthermore, if 
one has (and one should have) confidence in his ability 
to take a good history, do a good physical examination 
and then from the data derived from these two sources 
synthesize his diagnosis and formulate his prognosis, he 
can in many instances dispense with further tests except 
an examination of the urine and of the blood. 

In this day and age when your livelihood and mine are 
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Perrin H. Long, M.D. 
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being threatened by the high cost of medical care, any- 
thing that we can do to lower costs is very much worth 
while. “Tests” and “studies” are very expensive ways of 
making up for ineptness in history-taking and the physical 
examination of patients, and for the timidity, or even 
real fear which assails the doctor who is inept. Literally, 
millions and millions of patients’ dollars are wasted each 
year because their doctors do not feel they can trust their 
own ability to use properly the simplest tools at their 
disposal, namely the history and physical examination. 
Furthermore, in discussing the decline of excellency in 
history-taking and physical examination with his peers, 
your Editor has learned that the presentation of poor 
histories and poorly done physical examinations by can- 
didates for the Board of Internal Medicine is the most 
frequent cause of failure in the oral examinations of this 
Board. He has been told that candidates frequently have 
only the vaguest understanding of the physiological or 
pathological factors concerned with certain physical signs. 
Recently, one of his colleagues who was examining in 
the “orals” of the Board of Internal Medicine asked each 
candidate, when they spoke about the heart sounds, 
“How is the first sound in the tricuspid area produced?” 
All candidates asked that question became flustered, then 
panicked, and it took the examiner some time to get them 
back in the groove. These same candidates could discuss 
transaminase backwards and forward. This is a serious 
indication of the low state of the average candidate’s knowl- 
edge of physical diagnosis. Another illustration of this. 
Your Editor found real apprehension on the part of cer- 
tain of his residents, when he insisted that patients recov- | 
ering from lobar pneumonia be sent home when their | 
lungs were clear on percussion, palpation, and ausculta- | 
tion! The residents wanted “to take a chest plate.” No | 
wonder the costs of medical care are going up! | 
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Now what is a good physical examination? Well, let 
us say that it should begin on the top of the head and 
on the way down to the bottom of the soles of the feet, 
everything visible to the unaided or aided eye should be 
looked at, everything that can be felt should be felt, every 
orifice should be entered and looked into, everything that 
can move should be moved, everything that can be per- 
cussed should be percussed, and everything that can be 
listened to should be ausculted. To get the best under- 
standing from such a systematic examination, the doctor 
must know the physical (physics) background of both 
normal and abnormal signs. With a thorough knowledge 
of the physical meaning of what he hears, sees, smells, 
feels, and at times even tastes, he is well prepared for 
the proper practice of his profession. 

Now from the teaching point of view, what does the 
neophyte need in the way of instruction? First of all, if 
not already curious, an attempt must be made to instill 
curiosity in him. He must be continuously observant of 
his environment. He must see what goes on and by. 
People, dogs, birds, everything living, everything non- 
living, and be able to describe them. We have often 
wondered what the results would be, in terms of careers 
in medicine, in a medical class made up entirely of Eagle 
Scouts. 

Next, proper techniques of palpation, percussion and 
auscultation must be learned. Now here is the area 
in which practice makes for perfection. One can percuss 
anything, one can palpate anything (Dr. Joseph Colt 
Bloodgood, the famous Hopkins teacher in the cancer 
field, used to always say to his classes. “Never miss an 
opportunity to palpate a woman’s breasts,”) and one can 
always auscult his own chest or abdomen. Practice, 
practice, practice until these techniques become second 
nature to you. In this area, there is some divergence of 
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opinion as to whether the student should be led imme- 
diately to the patient, or should develop his initial skills 
on normal people, i.e., his partner in class, his wife, or his 
children. We favor a thorough experience on normal 
individuals before the neophyte is exposed to abnormal 
physical signs. However, while the ability to describe 
accurately what you see, feel, smell or taste is something 
to be sought after assiduously by the medical student, 
intern, and resident; little will you gain unless the mean- 


The Berry Plan and the Doctors Draft 


RESIDENT PHYSICIAN has learned that between 
four hundred and five hundred doctors will be drafted 
by the end of December. This is in addition to the 
one hundred and fifty called in July. Depending 
upon the world situation, there may or may not be 
a draft of about one hundred to one hundred and 
fifty doctors next spring. Of course, all the figures 
would be revised upwards if Congress authorized and 
the President utilized a further increase in the man- 
power of the Armed Forces. 


As far as the thinking goes today in the manpower 
policy area of our Armed Forces, there is no intention of 
keeping doctors currently on active duty for two years in 
uniform for an extra year, during the period of tension 
which our country is facing. It is believed that between 
volunteers in the Berry Plan and relatively small intakes 
under the Doctor’s Draft Act, the needs for doctors by 
the Armed Forces can be easily met. However, if the 
present situation deteriorates and Congress increases the 
Armed Forces, other steps may have to be taken to pro- 
vide an adequate number of doctors to take care of the 
members of the commissioned services and their depend- 


Resident Physician 


Novem 


i 

t 

i 

( 

( 

| 


ings and significance of what you are describing are per- 
fectly clear to you. Therefore it is absolutely necessary 
that practice be accompanied by studies designed to bring 
clarity to your mind about “meanings and significance.” 
With practice-produced perfection of technique and study- 
induced clarity of mind in regard to “meanings and signifi- 
cance,” then under all conditions you will enjoy that 
feeling of confidence which marks the good doctor, when 
he faces his patient. 


an 


ents under the Medicare who are eligible for Medicare. 

It is comforting to know that as far as current thinking 
goes, there has been absolutely no thought put forward 
relative to tampering with the present structure or work- 
ing of the Berry Plan. It would appear that unless the 
world goes to pot, Berry Plan residents can count on fin- 
ishing their training before being requested to perform 
military duties. This was the spirit in which the Plan 
was conceived, and it is splendid to see that the idea of 
providing an adequate number of specially trained physi- 
cians and surgeons for the military from the Berry Plan 
and the military residency programs is not being altered 
in the present crisis. This should be comforting to the 
young men who are in these programs. 

There is another facet of the mobilization of doctors 
which should be understood by all, and that has to do 
with some medical students and a few interns and resi- 
dents who are in the Ready Reserve and are enrolled in 
Ready Reserve units. The Reserve Law reads: 

“(b) To achieve fair treatment as between members in 
the Ready Reserve who are being considered for recall to 
duty without their consent, consideration shall be given to: 
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(1) the length and nature of previous service, to as- 
sure such sharing of exposure to hazards as the national 
security and military requirements will reasonably allow; 

(2) family responsibilities; and 

(3) employment necessary to maintain the national 
health, safety, or interest.” 

Those medical students, interns and residents in the 
Ready Reserve, who belong to Ready Reserve Units, 
alerted, or called to active duty, have the right of appeal 
under the part of the Reserve Law just quoted above. 
What the official attitude towards appeals will be, we do 
not know at this time. However, from all points of view, 
RESIDENT PHYSICIAN would consider it very callous and 
stupid, if military authorities ordered medical students 
to active duty before they had completed their medical 
course and one internship year, or ordered interns to ac- 
tive duty before they had finished their intern year. 

However, we must remember that if the world situation 
deteriorates and increased demands for military manpower 
have to be met, then the Berry Plan and the military 
residency programs may have to be altered. 


Pari. Jong, 


PUBLISHER'S NOTE 


As Resident Physician went to press, our information as to 
the expected doctor draft was confirmed. The Defense De- 
partment has called upon Selective Service to draft 495 
physicians. The Defense Department said that this special 
call was “necessary to meet the requirements of the current 
military build-up requested by the President and authorized 
by Congress.” The draft will seek 275 physicians for the 
Army, 70 for the Navy and 150 for the Air Force. 
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THE SIGERIST LECTU 


Auspices of Yale 


Yale Medical Democrats and other 
riends— 

To give your first Sigerist Lecture . 
is a distinguished honor. Because you 
have chosen that great medical his- 
torian as your patron saint, certain 
obligations devolve upon your lec- 


turers. The use of his name reminds 
us that to look into the future with 
wisdom, we must develop some in- 
sight into the past. We cannot intelli- 
gently, or safely, speculate about 
what lies ahead, unless we have some 
feeling for what has gone before, but 
nonetheless, God forbid that we 
should be bound by the past. 

Henry Sigerist, who incidentally 
made an important speech here at 
Yale’ just 25 years ago this month, 
has traced for us in his many writ- 
ings, man’s painful efforts to save his 
own life and preserve his health, 
from earliest times, by measures 
which for convenience we may call 
medical. Always he studied the his- 
tory of medicine in its proper relation 
to that of the culture in its broad 
outlines. He looked into the future 
of medicine constructively, seeking 
ways in which it might better serve 
mankind in a world in process of 
cataclysmic change. To yearn for the 
good old days, said he, is pure ro- 
manticism. Physicians must be akin 
to the social problems of their time 
and seek ever to understand them. 
Ideals rather than ethics per se are 
the important consideration. 


RE) Medica! Schoo/ 
Medical Democrats 


James H, Means, M.D. 


URGENT TASKS 


Confronting 
Medicine 


Ze overwhelming fact in our 
day is the crescendo rise in popu- 
lation. From it stems, directly or 
indirectly, most of our vital prob- 
lems. This growth in population, 
strangely enough, is occurring in 
famine areas no less than in afflu- 
ent America. Have we the wis- 
dom and strength to meet these 
threatening conditions with fore- 
sight and resolution, or shall we 
stumble along with attention only 
for immediate problems? 

A couple of months ago, I 
attended a panel discussion on 
“Medicine of the Future” in 
which five distinguished men par- 
ticipated. To my amazement, 
these panelists said nothing about 


| 
an 


problems of population, until 
forced to do so by questions from 
the floor. I am sure that reluc- 
tance to face such questions is 
not due to escapism but rather 
to genuine bewilderment as to 
what can be done about them. In 
any comprehensive consideration 
of the “Medicine of the Future,” 
however, the population explo- 
sion has got to be accepted as an 
inescapable part of the overall 
problem. The magnitude of what 
man is up against is most easily 
grasped by a glance at the curve 
of his increase (graph). 


Critical stage 


It is evident that we are enter- 
ing a very critical stage. Our in- 
crease is changing from a. slow 
gentle rise to a skyrocketing type 
of course. We are changing direc- 
tion through an arc of nearly 90°. 
On a planet of fixed size, it is ob- 
vious such a course cannot be 
followed indefinitely. For sur- 
vival of the human race, the direc- 
tion of the population curve will 
have to be radically altered, and 
the sooner this is done, the better 
man’s prospects on earth. Man 
could conceivably do this for 


Dr. Means is Jackson Professor of Medi- 
cine Emeritus, Harvard University Medi- 
cal School and Consultant, Massachusetts 
General Hospital. 
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himself, but if he doesn’t, nature 
will do it for him, in some fashion 
frightful to contemplate. 

The only ways in which popu- 
lation growth can be checked, or 
halted, either by man, or by na- 
ture, are by slowing birth rate or 
accelerating death rate. Man is 
in possession of methods by 
which he can control his birth 
rate, but has he the will and skill 
to use them effectively? His 
death rate he can only increase 
by methods, which to civilized 
man at least, are unacceptable, or 
at best, repugnant. These include 
suicide, homicide, genocide, and 
war which now can be nuclear. 
There are also negative possibili- 
ties, such as withholding food 
from famine areas, or abolishing 
all kinds of medical services. 
These too are unacceptable. 
Therefore, if man wants to reduce 
his increase in numbers, his only 
recourse is to birth control. 


If he fails to make sufficient 
use of this, Nature will take over, 
and ultimately homo sapiens will 
go, as have thousands of other 
species before him, into extinction. 
There are several ways in which 
this might happen. Outrunning the 
food supply and starving is the 
most obvious. This is what Mal- 
thus? predicted a century and 4 
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600 


half ago. The first world-wide 
famine might not prove fatal. 
After a billion or so people had 
starved to death, the food supply 

ight again come into balance 
with the population, and a re- 
spite, for a time, might be had. 
But unless the birth rate were, 
thereupon, held in check, the 
cycle would in time be repeated, 
perhaps, over and over again 
until the species finally died. The 
process could be accelerated by 
widespread and uncontrolled dis- 


ease. On the other hand, it might 
be delayed repeatedly by the 
achievements of science in in- 
creasing food supply, very likely 
by synthetic processes of one sort 
or another, which utilized nuclear 


or extra-terrestrial sources of 
energy. 
A less well known threat to 


man’s survival, receiving attention 


from ecologists, but not much 
from anyone else is, instead of 
lack of food, lack of space. 
Lebensraum, the Germans call it. 


Carrying capacity 


There isn’t much precise infor- 
mation about this in human be- 
ings, but there is some remark- 
able evidence in other species. It 
has been found, for example, in 
a considerable number of mam- 
mals, that populations undergo 
rather regular cyclic fluctuations. 
The population rises until a peak 
is reached at which time a lot of 
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individuals die rather suddenly, 
and for no very obvious reasons. 
The ecologists call this phenome- 
non the “die-off.” Of it, J. J. 
Christian® says—The cycle length 
will be related directly to the 
time it takes the population ex- 
cess over death rate to peak to a 
point beyond the carrying capac- 
ity of the environment, hence 
highly stressed conditions. 

One thinks, in this connection, 
of the famous lemmings, and the 
snowshoe hares, of which your 
Professor of Biology, E. S. 
Deevey‘ has written with such wit 
and discernment. Then there is a 
very specific observation on a die- 
off episode in a herd of Sika deer, 
reported by Christian, Flyger, and 
Davis.° An island in Chesapeake 
Bay of 280 acres was inoculated, 
in 1916, with “four or five” mem- 
bers of an alien species of deer. 
In this salubrious spot, they were 
fruitful and multiplied reaching, 
by 1955, a population of 280- 
300, or a density of one deer per 
acre. Then in the winter of 1958, 
in two months’ time, sixty per- 
cent of the herd died. Studies of 
the dead deer showed no evi- 
dence of malnutrition, nor con- 
vincing evidence that infection 
played a role in the die-off. Two 
years later, the remnant of the 
herd made an apparent recovery, 
and growth of population was re- 
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sumed, as before. What was re- 
garded as the most significant an- 
atomical finding was a gain in 
weight of the adrenal cortex 
(1955-1958), and a return to 
usual weight in 1960, when the 
recovery period had set in. 


Environment 


Christian, in casting about for 
an explanation of the die-off, 
seized upon the so-called alarm 
reaction of Selye® and hypothe- 
sized that the deer might have 
died of exhaustion of the “adreno- 
pituitary system,” caused by 
stress which in turn resulted from 
exceeding the “carrying capacity 
of the environment.” That is to 
say, death from stress due to 
overcrowding. 

Whether anything of this sort 
has ever happened to human 
communities, I am sure I do not 
know. The appearance of the 
world population curve, however. 
suggests that if it never has hap- 
pened it could do so in the not too 
distant future. That man itself 
could have a die-off from stress, 
even with no significant food 
shortage, when his numbers ex- 
ceed, spacewise, the carrying ca- 
pacity of his environment, is at 
least a possibility worth consid- 
ering. 

Learn from the life of a lemming, 
Be warned by the fate of a deer! 
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The reason for touching on 
these matters, ever so lightly, is 
because they will, inevitably, color 
your thinking and affect your 
activities, not only as men and 
women of medicine, but as mem- 
bers of the human race, in the 
kind of world that lies ahead. 
They need mention also to point 
up the frightening apathy that 
most people have concerning pop- 
ulation problems at the present 
time. 

| am convinced that wherever 
you go, or are going, in medicine, 
the pressure of the growing pop- 
ulation, constantly will bear down 
on you. It will modify your goals 
and your opportunities, as well as 
your modus operandi. It will pro- 
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in Switzerland shortly before his death. 


gressively interfere with your 
freedom. It is one of the doctor’s 
duties to understand the behav- 
ior of people. He must know that 
as their number increases and 
their living space decreases, and 
as they despoil the planet of its 
natural resources, their capacity 
to remain civilized may be ex- 
pected to diminish. 

But let not all these considera- 
tions depress you, rather let them 
challenge you to overcome new 
obstacles and find satisfaction in 
such accomplishment. Whether 
you serve your medical calling 
by bringing medical care to indi- 
viduals, to communities, or in 
some component of what we may 
call global medicine, you will al- 
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ways be confronted with the pro- 
liferation of human beings and 
with all that follows in its wake. 
The practitioner of medicine must 
develop some understanding of 
what ever more crowding does to 
people in general and especially 
to his patients. The public health 
people must know that the elimi- 
nation of one disease may create 
several new ones. There is no 
more sardonic fact than that by 
saving lives we may lose them. 
Improved sanitation without cor- 
responding increase in food sup- 
ply may do no more than to ex- 
change disease for famine. He 
who meddles with an ecosystem 
(a balance of nature or culture) 
without appreciating the possible 
consequences, does so at the 
peril of many people. 


lll effects 


There can be no doubt that 
crowding has a variety of ill 
effects on human beings, as well 
as on other species. It shortens 
their tempers, and heightens the 
stress under which they labor. 
Tension and hurry erode the leis- 
ure necessary to civilized living. 
This is particularly true of doc- 
tors! Standards of family living 
decline, largely because of lack 
of space. Anxieties build up over 
how financial, educational, social, 
and medical necessities are to be 
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procured. More and more resort 
is made to tranquilizing drugs 
and the like. The struggle for ex- 
istence is intensified. The pre- 
cept, “love thy neighbor,” is 
overshadowed by “survival of the 
fittest.” But a conflict between 
God and Nature raises theolog- 
ical questions too awesome for 
the likes of us even to contem- 
plate. 


Decay symptoms 


Prodromal symptoms of the 
decay of our culture are already 
apparent. Think what the mod- 
ern motorcar is doing to our be- 
havior. Behind a wheel an other- 
wise gentle person can become a 
public menace. Think of the de- 
predations of Madison Avenue, 
of the widespread unwillingness 
to accept responsibility, of the 
prevalence of the passing of 
bucks, of the decline in civic 
pride in our congested cities, of 
increasing juvenile delinquency, 
of the dreadful state of trans- 
portation, of the deterioration of 
our mannets and courtesies, etc., 
etc. All these may be attributed, 
primarily, to too many people. 

I recall a conversation perti- 
nent to all this held back in the 
interbellum era, with the distin- 
guished discoverer of Vitamin C, 
Szent-Gyorgi. Several of us were 
asking him about the state of 
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science in the Europe of that 
time. “The trouble,” he said, (I 
am quoting him from memory) 


“is that in Europe we live too ° 


close together, and we do not 
know how to live close together. 
We need civilizing influences.” 


Enough doctors 


In the midst of such things, 
how is the physician to comport 
himself? First, he must everlast- 
ingly remember that medicine is 
for people, not for doctors. It is 
a professional calling not a busi- 
ness. It has high ethical and moral 
standards which it is your duty 
always to maintain in the full 
spirit thereof, and not merely in 
the letter. In these days of de- 
creasing morality in business and 
politics, you can have the satis- 
faction of holding the line for de- 
cency in medicine. That is one 
of your urgent problems. Medi- 
cine, like matrimony, is not to be 
entered into unadvisedly or light- 
ly; but discreetly, advisedly, and 
soberly and, under no circum- 
stances, for the sole sake of finan- 
cial reward. If you want to get 
an inkling how medicine can be 
enjoyed to the utmost, read Wil- 
der Penfield’s recent novel about 
Hippocrates, “The Torch.”? You 
will find it a civilizing influence. 

But we must focus also on im- 
mediate tasks. The most critical 
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problem facing the medical pro- 
fession today, and the public, lies 
in the field of medical education. 
How are we going to produce 
enough doctors to meet the needs 
of our rising population? At pres- 
ent, the population is running 
away from its supply of doctors. 
At the same time, medicine seems 
to be diminishing in popularity as 
a calling. We have been slow in 
recognizing these facts, but in 
September 1959, a very impor- 
tant government document, the 
so-called Bane Report,® was pub- 
lished, full of information on 
these matters. The Bane Report 
is actually entitled, “Physicians 
for a Growing America,” and it 
was prepared by a “Consultant 
Group on Medical Education” at 
the request of the Surgeon Gen- 
eral of the U.S. Public Health 
Service, Dr. Leroy E. Burney. 
Your own Dean Lippard was a 
member of it. The Group ad- 
dressed itself to the question 
“How shall the Nation be sup- 
plied with adequate numbers of 
well-qualified physicians?” 

From this Report we learn, 
among other things, that the 
growing need for physicians stems 
not only from the rapid growth 
of population, but also from an 
increased demand for personal 
medical services, and for special- 
ized and non-clinical services. 
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“For the layman,” says the Re- 
port, “the problem is evident. 
What do the people, the consum- 
ers of medicine, want now? They 
want more of the doctor’s time! 
It is their one important com- 
plaint: Doctors are too busy... 
we'd like to talk more, to tell 
more; we'd like them to explain 
more; to listen more.” Surely this 
is an impressive arraignment. It 
also puts us in a terrific quan- 
dary. With a supply of doctors 
which, relative to population, is 
diminishing, how can we arrange 
to have each one spend more 
time with patients? There would 
seem to be only two ways to do 
this, both of which will have to 
be used. First, to produce doc- 
tors at a faster rate, and then to 
allocate their work so that there 
is a minimal waste of their time. 
Time spent with patients, so long 
as information is being ex- 
changed, is not to be put in the 
waste category. 

The Bane Report shows fur- 
ther that, in 1930, we were grad- 
uating about 5,000 MDs per 
annum. This gave us about 125 
per 100,000 people. In 1959, 
graduations had got up to about 
7,000 per annum, which yielded 
approximately 132 MDs _ per 
100,000 people. Merely to main- 
tain the 1959 ratio, it is esti- 
mated, will require that we grad- 


uate 11,000 MDs in 1975. But 
actually, it is pointed out we 
shall, because of the increased de- 
mand for medical services, need 
considerably more than that. 

To achieve such a goal will 
necessitate the establishment of 
an impressive number of new 
medical schools, and the recruit- 
ment of a host of new medical 
and premedical teachers. 
Teachers are vitally important in 
medicine, just as they are in all 
categories of education. In fact, 
without teachers there will be no 
education except self education. 
Noble as this last may be, it can- 
not alone serve all the purposes 
of medical education. 


Students 


As though all this was not 
enough, we have, coincidentally, 
increasing difficulties in the re- 
cruitment of medical students, 
both in numbers and quality. 
From another source? I’ve culled 
this—‘‘A decade ago 40 percent 
of applicants for medical schools 
were straight-A students (in col- 
lege) ; this figure has now dropped 
to 16 percent. A decade ago 3.5 
students applied for each student 
accepted by a medical school; 
this ratio has now been cut in 
half.” I can remember hearing 
President Conant of Harvard say, 
in the late thirties, I believe, to 
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the Faculty of Medicine, that the 
best brains were no longer going 
into medicine. Some do even now, 
of course, but not in so high a ~ 
concentration. Mr. Conant’s re- 
marks incensed the Faculty some- 


what, but subsequent 
proved him right. 

There has been a good bit of 
searching for the causes of the 
diminishing popularity of medi- 
cine as a calling. The Bane Re- 
port states the belief that medi- 
cine still “has enormous prestige 
and drawing power” and that de- 
terrants to medical education are 
chiefly the excessive time required 
to complete it, and its high cost 
to the student. Both of these con- 
siderations put medicine into a 
poor competitive position with 
other types of professional edu- 
cation. The great array of oppor- 
tunities in the Ph.D. categories is 
particularly undermining to medi- 
cine. Personally, I believe that 
medicine perhaps has not now 
got quite the prestige and draw- 
ing power that it used to have. 
As to “prestige,” the political 
skulduggery of organized medi- 
cine has disgusted many people. 
And with regard to “drawing 
power,” the opportunities in bi- 
ology, biochemistry, and physics 
may draw, more strongly than 
medicine, those young people 
with a deep-interest in science. 


events 
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A yet more recent report is 
the so-called “White Paper of the 
Association of American Medical 
Colleges,’ put forth only last 
January. The preamble of this 
report begins with the statement 
that “the American people are 
deeply concerned about health,” 
that is to say about obtaining 
health services and medical serv- 
ices, adequate to their needs. 
The growing shortage in all med- 
ical personnel is an obstacle to 
their obtaining them. 

Both the Bane Report and the 
White Paper recognize that great- 
ly increased support for medical 
education, including financial 
support directly to students, is 
imperative, and that it must come 
from a variety of sources, volun- 
tary and tax supported, including 
massive support from the Federal 
Government. 


Shorter course 


Some attention, but by no 
means enough, has been given to 
shortening the overall course of 
the education of the physician. 
I have been convinced for years 
that this could be done without 
lowering standards, and have agi- 
tated for it from time to time, but 
with no noteworthy success. 

I believe, however, that, if 
candidates for medicine could be 


—Continued on page 160 
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(Ways to a Bet 
INTERNSHIP 


The present medical edu- 
cational system prepares the 
student to recognize and 
manage a large variety of 
medical, surgical, pediatric 
and obstetrical conditions. 
Usually, however, there is no 
word of advice for the senior 
student as to his conduct dur- 
ing the internship year. 
Common sense, honesty, and 
dedication will guide the tyro 
during these early months as 
a physician. A few specific 
rules and general principles 
are offered here with the 
hope of making the first few 
months easier and the total 
experience more valuable. 
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| the internship year 
is the most important and critical 
period of your training, a large 
part of this time you'll be har- 
assed by overwork and fatigue. 
Rarely will you be thanked or 
praised for a good job. 

Under these handicaps, and 
almost without your being aware 
of it, you'll find yourself slipping 
into short-cuts and sloppy work. 
Remember that it is on _ this 
foundation that your future will 
be built. Habits and skills learned 
at this time must be of the high- 
est standards. You may plan to 
continue your training with one 
or more years of residency; there- 
fore, the hospital staff will have 
an eye on your work and your 
conduct. An appointment as af 
assistant resident is usually based 
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on the first few months of intern- 
ship. A poor showing on your 
part at first may end all chances 


for advanced training. On the- 


other hand, a favorable impres- 
sion made at this time may open 
the door for advanced training 
and experience. The attending 
physicians are also looking you 
over. Frequently the intern plans 
to practice in the same hospital 
and community. Friends and 
impressions made at this time 
may lead to future referrals and 
possibly partnership. So from a 
personal, medical and an eco- 
nomic standpoint, it pays to do 
a good job .. . the very best job 
you can. 


1 THE INTERN has the longest 
working day in the entire hospital 
and probably in the community. 
An early start is necessary each 
day. He should be the first to see 
each patient each morning. The 
best intern I have known made it 
a practice to make rounds, 
change dressings, write all orders, 
and write a progress note on each 
patient each morning before the 
assistant resident arrived. This is 
a formidable goal but that par- 
ticular intern is now chief of his 
service at a university hospital. 


2 PUNCTUALITY is another ab- 
solute must for the intern. Al- 
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most every hospital procedure is 
carried out on some sort of sched- 
ule and usually requires more 
than one person. To be late is 
to waste the time of others and 
often results in serious disruptions 
in the schedule. 


3 Datty ROUNDs and confer- 
ences deserve the particular at- 
tention of the intern. This is 
usually the only formal teaching 
offered the house officer. Rounds 
are frequently held at the end of 
the day when the intern is tired 
and usually has new patients to 
sce before he can go home or to 
bed. The temptation to skip 
rounds will be frequent. 

A year ago at a large uni- 
versity hospital, house staff 
rounds were held each day just 
after the evening meal. Two of 
the interns felt that this was an 
unjust time as it delayed their 
getting home on nights off. Both 
interns stopped attending rounds 
and neither intern was invited to 
stay. on as an assistant resident 
the next year. More seriously, at 
the end of the year one of the 
two was heard complaining that 
he did not feel adequately pre- 
pared for increased responsibili- 
ties. Attendance at teaching 
rounds each evening for a year 
would have bolstered his confi- 
dence. 
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4 A LARGE PART of daily hos- 
pital work is carried out by one 
group issuing orders for another 
group to execute. The intern, for 
example, writes orders for medi- 
cations, fluids, etc. to be carried 
out by the nurse. In turn, he re- 
ceives orders from the resident 
or attending physician. His con- 
duct determines whether or not 
he is considered a “good” intern. 

Two general principles apply 
here: First, the intern who can 
anticipate the next step and who 


can go ahead without being told 
makes a particularly valuable 
member of the house staff team. 
Secondly, the intern should re- 
member that he is the executor 
of the orders of the resident or 
attending physician. 

An attitude of cooperation and 
willingness to follow instructions 
gives the patient, the attending 
physician, and the intern a sense 
of confidence that all is well. An 
obstructive member of the team 
with constant counter-suggestions 
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‘an disrupt this unity and dis- 
cord will be reflected in the atti- 
tude of the patient. 


5 THe INTERN has just com- 
pleted an intensive comprehen- 
sive study of medicine. Frequent- 
ly he may have up-to-the-minute 
information which will be valu- 
able to the resident or attending 
staff. The best time for these 
suggestions is during the diagnos- 
tic study or pre-operative work- 
up. Suggestions are usually in- 
vited at this time and if tactfully 
offered will be valuable to every- 
one concerned. 

Every intern will learn that 
particular satisfaction of making 
a really brilliant diagnosis where 
others have failed; however, be- 
ware of concentrating on the 
bizarre and unusual in an attempt 
to appear “sharp.” Remember 
that the attending physician and 
resident have one big advantage 
over you—experience. 


Orie MOST FREQUENT com- 
plaint directed toward interns 
and residents by hospital staff 
members is careless conduct in 
the presence of private patients. 
This is not usually careless pro- 
fessional conduct but rather care- 
less conversation. It is always 
mecessary to be very cautious in 

hat we say to another doctor’s 
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patient. A few unguarded words 
can cause misunderstanding and 


_ loss of confidence between the 


patient and his doctor. The pa- 
tient will ask your opinion about 
his operation or medication; this 
is very flattering, but if your an- 
swer should conflict with what 
the patient has already been told, 
the situation can become very 
embarrassing. 

A seed of doubt or misunder- 
standing can lead to resentment 
and even malpractice proceed- 
ings. The warning flag should al- 
ways go up when the patient be- 
gins to quiz you, and from this 
point the intern should be cau- 
tious and tactful. It is always 
better to say too little than to 
regret saying too much. 


1 Tae INTERN will have very 
little time of his own. An invest- 
ment of a little of this time in a 
clinical or experimental study 
during the internship is a real 
mark of accomplishment. It can 
be compared to making a varsity 
letter and Phi Beta Kappa at the 
same time. 

To SUMMARIZE, the intern 
must constantly anticipate. His 
attitude should be one of willing- 
ness and cooperation. This is the 
time to set an example for your- 
self, one that you can look back 
on with pride and inspiration. 
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Clifford H. Keene, M.D. 


est 
Editorial 


Why a Prepaid Health 
Program Trains Doctors 


The Kaiser Foundation, through its association with 
the Kaiser Foundation Health Plan and the Kaiser Foun- 
dation Hospitals, sponsors a broad program of medical 
and paramedical education. We provide training for med- 
ical interns and residents in a number of our hospitals. 
We support a school of nursing which has full national 
and staff accreditation. Seven of our hospitals collaborate 
with junior colleges and universities in training nurses, 
nurses aids and laboratory technicians. All of these activi- 
ties cost money, take up the time of our busy staff, and 
add to the complexity of hospital routines. Yet our pri- 
mary and ultimate responsibility is to the subscribers to 
the Kaiser Foundation Health Plan. Why, then, do we 
carry these extra responsibilities? 

We do it because it is the best insurance we know for 
a high quality of care for our patients. We do it to make 
sure that they will receive the benefit of the newest ad- 
vances in medical science. 

It is a truism that the educator learns more through the 
educative process than his pupil can absorb. The physician 
or surgeon who teaches interns and residents must keep 
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alert to the latest developments in his field. If he fails to 
do so, the house officer delights in calling his attention to 
things he does not know. The doctor who makes rounds 
with the house staff every’ morning, or who lectures at 
grand rounds, must continually renew his knowledge of 
the basic mechanisms in disease. The staff doctor par- 
ticipating in these activities must organize his knowledge 
in order to communicate it effectively in the rapid exchange 
of the professional conference. Finally, doctors who must 
face unsolved theoretical and practical problems are most 
likely to undertake clinical, epidemiologic, or basic re- 
search. We believe that our staff education and house staff 
training programs account for the fact that so many of 
our doctors spend their off-duty hours in university clinics 
and research laboratories. 

Many of our house officers and paramedical students 
will go out from our institutions to work in other hos- 
pitals. They will represent us in an unofficial but impres- 
sive way. Awareness of this is an unceasing spur to high 
quality by our attending staff. Without such stimuli as 
these, even the most interested and conscientious doctor 
can succumb to routine in treatment of patients. With 
these challenges, the physicians of the Kaiser Foundation 
Hospitals bring to their patients a way of practicing medi- 
cine that is attuned to the foremost achievements of our 
profession. 

These are the simple and effective reasons why we in 
the Kaiser Foundation Hospitals invest our money, our 
time, our effort, and our faith in the training of doctors 
and those who will be their assistants in the work that 
lies ahead. 


D. 
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Kaiser 


Foundation 
Hospitals 


Combining the clinical environment 
of a university medical center with 
that of a modern private general hos- 
pital, the San Francisco and Oakland 
facilities, two of the Kaiser Founda- 
tion's 12 hospitals, offer graduate train- 
ing to 20 interns and 66 residents. 
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Oakland 


he Kaiser Foundation Hospital in Oakland was the 
T ee of a rapidly growing system of facilities to be 
established by subscribers to the Kaiser Foundation 
Health Plan. Opened in 1942, the Oakland unit is a 
modern, well equipped institution situated near the 
majority of the private hospitals on the east shore of 
San Francisco Bay. Within ten minutes’ drive is the 
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San 
Francisco 


he Kaiser Foundation Hospital in San Francisco 
peter in 1954 and was fully accredited for intern 
training in 1955. An active program for interns and 
residents has been conducted since approvals were 
granted and intern positions have been fully filled since 
1957 through the National Internship Matching 
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Kaiser Foundation Health 
Plan arranges medical, hospital, 
and related services for its sub- 
scribers, primarily in the 12 
Kaiser hospitals and outpatient 
facilities. There are more than 
400,000 subscribers in the Bay 
Area alone. 

Treatment is also given to 
nonmembers, and patients of 
doctors on the courtesy staff 
are admitted on a conventional 
basis, as in any community hos- 
pital. The Kaiser Foundation 
Hospitals conduct a program 
of charitable care with the as- 
sistance of their social service 
departments, stressing integra- 
tion of therapy with supplemen- 
tary facilities in the community. 
Both the Oakland and San 
Francisco units are teaching 
hospitals. In each, staff educa- 
tion is directed by a diplomate 
of the American Board of In- 
ternal Medicine, and both facil- 
ities maintain a high level of 
postdoctoral education activity. 

The Kaiser Foundation An- 
nual Symposia are presented for 
the benefit of the combined 
staffs of all Kaiser Foundation 
hospitals and for the medical 
community, and attract physi- 
cians and scientists from this 


HEALTH PLAN 


and other countries. Partici- 
pants have included severai 
Nobel Laureates. The proceed- 
ings of the third annual sym- 
posium, “The Physiology of 
Emotions," has been published 
this year by Charles C. Thomas. 

The comprehensiveness of 
Health Plan coverage and ag- 
gregation of material through 
multiple examinations permit 
successful clinical studies with 
follow-up. Substantial funds for 
research are provided annually 
by the Kaiser Foundation Hos- 
pitals, and facilities are made 
available to those presenting 
acceptable plans for such work. 
The Health Plan population is 
the subject of numerous epi- 
demiologic projects sponsored 
by national, state, and other 
institutions. A department of 
scientific publication gives as- 
sistance in the preparation of 
medical manuscripts. Abstracts 
of papers emanating from the 
staff are collated annually in 
Kaiser Foundation Medical 
Bulletin, an_ internationally 
circulated publication sent on 
request to physicians and medi- 
cal students from the publica- 
tion office in the Oakland 
hospital. 
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Oakland 


—Continued from page 83 


Berkeley campus of the Uni- 
versity of California with its 
many research laboratories and a 
variety of sponsored cultural 
events. Across the seven-mile 
Bay Bridge is San Francisco. 

Of special interest among the 
hospital’s clinical and research 
facilities is a radioisotope labora- 
tory where tests for vitamin B,, 
(Co**), red cell survival (Cr°"), 
intestinal protein loss (polyvinyl 
pyrrolidone), and radioactive fat 
studies are carried out, as well as 
blood volume and I'*' uptake de- 
terminations and thyroid scan- 
ning. Equipment for special lab- 
oratory tests including steroid 
and other hormone assays is 
available. 

The medical library of 3,600 
volumes and 172 journal sub- 
scriptions maintains borrowing 
privileges with area medical 
schools, state, and county med- 
ical libraries. The hospital oper- 
ates one of the city’s emergency 
services and is the site of the 
fully accredited Kaiser Founda- 
tioning School of Nursing in 
which residents have opportunity 
to teach students and instructors. 

Residents in pathology may 
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teach in the School of Medical 
Technology, which is affiliated 
with San Francisco State College 
and approved by the American 
Medical Association. Training in 
the Oakland Kaiser Foundation 
Hospital is concentrated at the 
resident level; the program was 
established in 1944. 

With 94 beds and annual ad- 
missions averaging 1,971 pa- 
tients, the Oakland program in 

—Continued on the following page 


San 
Francisco 


—Continued from page 83 


The hospital is in one of the 
most beautiful sections of San 
Francisco, on a boulevard over- 
looking city and bay. It is a few 
minutes’ drive from the Univer- 
sity of California’s medical cen- 
ter, and from the freeway leading 
to the new Stanford medical 
center in Palo Alto. Other hos- 
pitals, both general and special, 
are clustered in the same section 
of the city. San Francisco attracts 
numerous medical and scientific 
conventions annually, and with 
its cultural and recreational facili- 
ties, cosmopolitan atmosphere, 

—Continued on page 90 
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Oakland 


—Continued from page 85 


internal medicine is approved for 
three years, under the direction 
of Robert C. Goldberg, M.D., 
Ph.D. Patients are admitted to 
medical beds by resident staff, 
and by the 28 internists, many 
of whom have subspecialty qual- 
ifications, and four of whom have 
Ph.D.’s in the basic sciences. 

The resident in medicine serves 
in rotation through the divisions 
of cardiology, gastroenterology, 
and general medicine (metabolic, 
neurologic, blood, and chest dis- 
eases). Individual instruction is 
given in endoscopy, electrocardi- 
ography, and neurology. Resi- 
dents may follow their outpatients 
after discharge. 

Teaching sessions include 
daily ward rounds with members 
of the full-time attending staff, 
bimonthly departmental confer- 
ences with guest consultants from 
university and other medical cen- 
ters, basic science lectures, jour- 
nal club meetings, marrow re- 
views by the staff hematologist, 
and several additional weekly 
conferences and rounds (clinico- 
pathologic conference, tumor 
board, gastrointestinal confer- 
ence, neurology conference, gen- 
eral medical and grand rounds). 


86 


The approved four-year sur- 
gery program has 90 beds avail- 
able, with more than 2,600 ma- 
jor procedures being performed 
annually. Under its chief, H. S. 
Holmboe, M.D., all types of 
major surgery including thor- 
acic, cardiac, and neurologic, are 
performed in this hospital. Dur- 
ing the graduated program the 
resident assumes increasing re- 
sponsibility until, within the 
fourth year, he becomes respon- 
sible, under staff supervision, for 
patients assigned to him, and 
follows them after hospital dis- 
charge. 

Rotation is through the serv- 
ices of urology, orthopedic sur- 
gery, plastic, neurologic, and 
emergency surgery, and the de- 
partment of pathology. 

Didactic sessions include daily 
teaching rounds and _ lectures 
twice weekly by surgeons of the 
attending staff, weekly sounds by 
the department chief, surgical 
pathological and surgical ortho- 
pedic conferences, basic science 
lectures, and monthly journal 
club meetings. Opportunity is 
provided for anatomic dissection. 

A two-year program in pedi- 
atrics, supervised by A. L. King, 
M.D., records some 70,000 out- 
patient visits annually in addition 
to the inpatient admissions to a 
40 bed, 50 bassinet wing. 
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The majority of the 14 full- 
ome attending pediatricians are 
board certified. Subspecialties 
include pediatric cardiology, 


hematology, endocrinology, and * |” 


adolescent medicine. Residents 
gain experience in the nonap- 
pointment clinic, and follow indi- 
vidually scheduled _ patients 
throughout the year. Both in- 
patient and outpatient services 
are conducted in the newly 
erected pediatric wing. Facilities 
are available for research, espe- 
cially in metabolic disease, and 
for special laboratory procedures. 
An active teaching program in- 
cludes lectures and demonstra- 
tions in the basic sciences, staff 
conferences for the study of clin- 
ical material, daily teaching 
rounds, weekly rounds by the 
chief and resident staff, nursery 
rounds, chart rounds, and a 
monthly journal club meeting. 


Obstetrics 


The three year program in 
obstetrics-gynecology is headed 


by Robert W. King, M.D., and 
embraces 50 obstetric and 26 
gynecologic beds. With 2600 de- 
liveries and more than 400 major 
gynecologic procedures annually, 
the resident receives training in 
abdominal and vaginal gynecolo- 
gic and obstetric surgery, radium 
therapy, culdoscopy, gynecog- 
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Heart patient on pacemaker is checked 
by internist on Oakland medical service. 
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raphy, hysterosalpingography, and 
other diagnostic studies, treat-, 
ment of infertility, and pertinent 
anesthetic techniques. 

The department of urology 
cooperates in instructing the resi- 
dent in genitourinary procedures. 

Ample opportunity is given to 


receive intensive instruction in. 
gross and microscopic gynecolog- ' 
ical and obstetrical pathology. A’ 


large volume of clinical material, 
classified by electronic sorting 
machines, is available for statis- 
tical analysis 
series studies. 

The teaching program includes 
daily ward rounds with a member 
of the attending staff, weekly gen- 


and controlled 


eral staff and resident conference 
with discussion led by a member 
of the attending staff, resident 
seminar, journal club meeting, 
monthly meeting led by a resident 
in the home of a member of the 
attending staff, morbidity and 
statistical evaluation meeting, and 
bi-monthly CPC’s. Second year 
residents attend the weekly con- 
ference in obstetrics and gyne- 
cology at the University of 
California Medical Center. 
16,589 surgical specimens, per- 
forming 508 autopsies (67% of 
deaths), 430,235 clinical labora- 
tory procedures, and averaging 
16,589 surgical specimens each 
year, the approved four-year pro- 
gram in pathology is directed by 
Melvin Friedman, M.D. 
Residency training tissue 


Films thrown up for viewing and discussion by residents at Oakland. 
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Spectrophotofluorometry is one of the lab techniques studied by residents. 


pathology is open to physicians 
who contemplate a career in 
pathology, who wish to study 
pathology in preparation for 
another specialty, or who are par- 
tially trained in pathology and 
wish to divide their training pro- 
gram among two or more train- 
ing centers. 

Residency training in clinical 
pathology is open only to resi- 
dents who have received or are 
receiving training in tissue path- 
ology in one of the Kaiser Foun- 
dation Hospitals. 

The department has a library 
of 95 volumes, and 10-year files 
of relevant medical journals, 
Advice from a senior resident 
and staff pathologist are 
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available to the resident at all 
times, but he is expected to pre- 
sent his proposed solutions as a 
stimulus to the development of 
ingenuity and judgment. 

Senior residents participate in 
teaching new pathology residents, 
surgery and gynecology residents, 
and medical technology students, 
and residents in the second and 
succeeding years are strongly 
encouraged to undertake research 
projects of their choice. 

The didactic program includes 
weekly autopsy material demon- 
strations with case presentations 
by residents from other services, 
presentation of autopsy findings 
by pathology residents, and dis- 
cussion by the staff pathologist; 
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regular conferences in surgical 
pathology with illustrative mate- 
rial from recent cases; slide study 
sessions in hematology, and semi- 
monthly journal club meetings. 


San 
Francisco 


—Continued from page 85 


busy international port, invigor- 
ating climate, and both natural 
and architectural charm, the city 
offers an inviting metropolitan 
environment to the physician and 
his family. 

The attending staff of this hos- 
pital utilizes opportunities afford- 
ed for research by the large med- 
ical population served. The re- 
search program, supported by 
hospital funds and by grants from 
outside agencies such as the Na- 
tional Institutes of Health, is con- 
cerned not only with studies in 
clinical medicine, but also with 
investigation of related basic 
mechanisms, and with problems 
in psychosomatic medicine. The 
research program assists the 
house officer in keeping abreast 
of current developments in the 
various branches of medicine, and 
encourages his participation in 
the investigations. 


90 


The library, with a certified 
medical librarian, receives more 
than 170 periodicals and incor- 
porates new books, editions, and 
monographs quarterly. It has 
borrowing privileges from the two 
university medical centers and 
state and county medical libraries. 


Intern training 
The intern serves in rotation in 


‘ the departments of surgery, medi- 


cine, obstetrics and gynecology, 
pediatrics, and the associated 
specialties. In addition to clinical 
and bedside teaching, a formal 
education program includes sem- 
inars, conferences, staff rounds, 
CPCs, and lectures by visitors. An 
extensive outpatient department 
is available for teaching purposes. 
The intern works five and one- 
half days weekly and is on call 
approximately every third or 
fourth night and every third or 
fourth weekend. Many interns 
who receive their training in the 
Kaiser Foundation Hospital have 
been selected for vacancies in the 
resident program. 


Surgery 

Surgical beds are divided as 
follows: 54 general surgery, 23 
orthopedic surgery, 6 otorhino- 
laryngology, 4 ophthalmology, 7 
urology. There were 4,304 major 
surgical procedures in 1960. The 
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sidency program, under P. D. 
Smith, M.D., is approved for 
four years. 


The full-time attending staff. 


comprises 7 certified or eligible 
general surgeons, 2 certified orth- 
opedists, 2 ophthalmologists (one 
certified, one eligible), 2 certified 
otorhinolaryngologists, and 2 cer- 
tified urologists. Two physiatrists 
work in close cooperation with the 
surgical department. 

In resident training, graded 
responsibility is emphasized. 
Three of the four years are spent 
on the general surgical service, 
with inpatient and outpatient ex- 
perience in urologic, neurologic, 
orthopedic, otorhinolaryngologic, 
and emergency surgery. Six 
months of the third year are spent 
in general surgery at the Kaiser 
Foundation Hospital in Vallejo, 
north of San Francisco Bay. Six 
months’ training is given in path- 
ology. 

There are weekly sessions in 
radiology, orthopedics, tumor 
board, surgical grand rounds, 
and pathology. Guest consultant 
seminars and journal club meet- 
ings are held frequently. Eight 
residents are trained, two at each 
year level, graduating two chief 
residents annually. 

The approved, three year pro- 
gram in internal medicine is di- 
tected by C. C. Herbert, M.D., 
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traumatic and 
medical problems, more 
17,000 patients 
were seen in emergency 
facilities last year. 
a 
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The teaching-attending staffs 
of the Oakland and San Fran- 
cisco Kaiser Hospitals are made 
up chiefly of members of an in- 
dependent partnership of doc- 
tors, the Permanente Medical 
Group, with offices in or near 


the hospitals. They divide 
among all major specialties, 
with many representing associ- 
ated specialties. At least 85°, 
of the full-time attending staff 
are diplomates of specia'ty 


boards or qualified for certifica- 
tion. A number are on the clini- 
cal faculties of the two univer- 
sity medical centers in the area 
(University of California in San 
Francisco; Stanford in Palo 
Alto). In house officer training, 
a stimulus is afforded by these 
centers, and by other nearby 
research units. 

All house staff training of- 
fered is fully approved by the 
Council on Medical Education 
and Hospitals of the American 
Medical Association, and by 
the appropriate specialty 


(inpatient service), and L. E. 
Harris, M.D., (outpatient serv- 
ice). 

Patients are admitted to the 
50 medical beds by 22 full-time 
internists (all of whom are board 
certified or eligible), 3 certified 
dermatologists, 3 certified psy- 
chiatrists, a certified neurologist, 
a certified allergist, a certified 
psychiatrist, and by approved 
community physicians. There 
were 1,748 admissions last year. 

With emphasis on integration 
rather than fractionation of care, 
the resident is responsible under 
the supervision of the patient’s 
staff physician and the chief of 
service for the diagnostic and 
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therapeutic treatment of his pa- 
tients and, when feasible, for re- 
lated pathologic studies, initial 
interpretation of electrocardio- 
grams, observation of radiolog- 
ical procedures, presentation at 
conferences of all material per- 
taining to his patients, and for 
their outpatient care under the 
supervision of various specialists. 
Teaching rounds and confer- 
ences are held weekly. The house 
staff is of sufficient size to per- 
mit time for participation in the 
scheduled educational activities. 

During 1960, 9,482 surgical 
specimens, 310 autopsies and 
345,294 clinical laboratory pro- 
cedures were performed in the 
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boards. Applicants for resi- 
dency must be graduates of 
approved medical schools, and 
must have completed an ap- 
proved internship. A license to 
practice medicine in the State 
of California is prerequisite to 
residency in any hospital in this 
state, and must be at least in 
process at the time duties are 
assumed. Information regarding 
licensure may be obtained from 
The Secretary, State Board of 
Medical Examiners, Sacramento, 
California. Salaries for residents 
range from $315 to $570 


monthly, with two weeks’ paid 
vacation annually. First year in- 
terns receive a stipend and cash 
allowance for room and meals 
totaling $240 monthly; married 
interns receive an additional 
$25 to $50 monthly. One 
week's vacation with pay is 
granted. There are no living 
quarters in the hospitals, but 
rooms or homes are available 
in the neighborhood or within 
short commuting distance. Med- 
ical and hospital care are given 
to house officers and their fam- 
ilies without charge. 


pathology department program 
which is approved for three years 
under M. L. Bassis, M.D., board 
certified and full-time chief. 
Instruction, principally infor- 
mal, is based primarily on the 
study of current material. The 
didactic program includes dem- 
onstrations of interesting autopsy 
material with case presentations 
by residents from other services, 
presentation of autopsy findings 
by pathology residents and dis- 
cussion by the staff pathologist, 
regular conferences in surgical 
pathology with presentation of 
illustrative material from recent 
cases, slide study sessions in 
hematology, and journal club. 
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Obstetrics, gynecology 
Approximately 135 gynecolo- 
gic procedures and 250 deliver- 
ies are performed each month. 
There are 39 OB beds and 18 
for gynecology, under the direc- 
tion of H. Bristol Nelson, M.D. 
The nine full-time attending 
obstetrician - gynecologists are 
board certified or have equiva- 
lent qualifications. The attending 
staff is responsible for the service 
day and night, and works with 
the house staff through consulta- 
tion, supervision, and teaching. 
Three of the resident’s years are 
spent in obstetrics and gyne- 
cology; 6 months, in pathology. 
Lectures are given weekly on 
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Individual patient problems and therapeutic management are given 
thorough consideration in discussions by residents and interns. 


obstetrics, gynecology, psychia- 
try, surgery, pathology, and other 
aspects of the field. 

The chief of service holds a 
two-hour round table discussion 
with the residents each Thurs- 
day, and makes teaching rounds 
each morning. Meetings of the 
journal club, record committee, 
a statistics conference, and a 
CPC are held monthly. The ob- 
stetrics division is designed and 
equipped for rooming-in. 

Approximate annual figures 
show 60,000 diagnostic proce- 
dures, 5,000 fluoroscopic exami- 
nations, 3,000 x-ray therapeutic 
procedures in the radiology pro- 


gram, which is approved for 
three years and supervised by 
H. Nussbaum, M.D. 

The five full-time radiologists 
are board certified. Radiologists 
participate, by preparing and 
presenting x-rays, discussing cases 
and the pertinent films, and dis- 
cussing diagnosis and treatment, 
in tumor board, isotope commit- 
tee, chest, gastroenterology, rheu- 
matic disease, surgery, medicine, 
pediatrics, and genitourinary con- 
ferences. Guest consultant semi- 
nars are held monthly. 

Annually, more than 700 pedi- 
atric admissions and an equal 
number of pediatric surgical ad- 
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missions, plus 3,000 newborns 
and some 55,000 outpatient 
visits are recorded in the 21 bed 
pediatric service. The two year 
program is headed by John G. 
Smillie, M.D. 

Eleven full-time staff and two 
half-time pediatricians (eleven of 
the total are board certified) 
cover the service day and night, 
and are available for consultation 
and teaching. The pediatric resi- 
dent participates in the care of 
pediatric medical and surgical in- 
patients, newborns (rooming-in 
offered in the obstetrics depart- 
ment), and pediatric outpatients. 

Residents are assigned clinic 
office hours and responsibilities 


under attending staff supervision, 
and accompany staff physicians 
on home visits to obtain experi- 
ence with acute infections includ- 
ing communicable diseases. They 
may see patients in the Teen-age 
Clinic, under the supervision of 
the attending staff. Residents see 
and treat problems of the emo- 
tionally disturbed child weekly, 
with direct consultation and su- 
pervision of a staff psychiatrist. 
Basic science lectures, given 
bimonthly by an attending staff 
physician, emphasize clinical 
application of the material. The 
house officer is encouraged to 
arrange attendance at confer- 
ences with the departments of 


Regular conferences such as this one on gastrointestinal 
problems are part of the house staff program. 


vy 
j 
Ji- 
ial 
ian November 1961, Vol. 7, No. 11 95 3 


visits 
aller, 
prog 
gold, 

TI 
clinic 
resid 
with 
varic 
coun 
speci 
labor 
in tl 


A Full-time librarian serves 
attending and house staff 
doctors. 


Resident explains rooming- > 
in facilities to new mother 
in maternity section. 
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otolaryngology, orthopedics, and 
allergy. Teaching ward rounds 
are held daily. Weekly depart- 
mental conferences and round 
table discussions with the chief 
of service are held. 


Allergy 


More than 80,000 outpatient 
visits last year were recorded in 
allergy. The approved one year 
program is led by Ben F. Fein- 
gold, M.D. 

The unusually large volume of 
clinical material available to the 
resident in allergy presents him 
with a broad cross-section of the 
various clinical problems en- 
countered in the practice of this 
specialty. There are complete 
laboratory facilities for training 
in the preparation of antigens. 
The department is engaged in an 
active research program. 


Psychiatry 

8,517 outpatient visits during 
1960. 

An approved, 1 year (third 
year level only) program in 
psychiatry reported 8,517 out- 
patient patient visits last year. 
Under Bernard T. Kahn, M.D., 


this training facility emphasizes 
diagnosis and psychotherapy, 
mainly on an outpatient basis. 

The staff comprises three full- 
time certified psychiatrists (one 
a diplomate of both the Amer- 
ican Board of Psychiatry and 
Neurology and the American 
Board of Internal Medicine), two 
full-time psychologists, one full- 
time psychiatric social worker, 
two psychoanalytic consultants, 
and a full-time board certified 
neurologist. They and members 
of the consulting staff individ- 
ually supervise resident work. 

An active research program 
in psychosomatic medicine and 
doctor-patient relationships, in 
affiliation with the Department 
of Medicine, is maintained under 
the direction of the Research 
Committee. The Department of 
Psychiatry engages in an exten- 
sive teaching program for all 
branches of medicine, including 
pediatrics in the adolescent 
clinic, with close clinical super- 
vision provided by a full-time 
staff. Two years’ residency train- 
ing in psychiatry is a requirement 
for acceptance as a resident in 
this department. 
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Kaiser Foundation Hospitals, California 


MARTIN A. SHEARN, De- 
partment of Internal Medicine, 
Kaiser Foundation Hospitals, 
Oakland: A 49-year-old Negro 
janitor was first seen in the out- 
patient department of this hos- 
pital 3 years and 4 months before 
_ his death. He complained of 
cough, chest pain of pleuritic 
character, dyspnea, night sweats, 
wheezing respiration, and noc- 
turia (3 or 4 times nightly). All 
symptoms were of about one 
month’s duration. Chest film re- 
vealed pleural calcification and 
diffuse increase in markings in 
both lung fields. The patient was 
admitted to the hospital. 


He had had malaria at the age 
of 9, gonorrhea at 16, and a 
chancre at 17. Treatment for 
syphilis consisted of oral medi- 
cation, and later, arsphenamine. 
The patient had had hyperten- 
sion at the age of 35. Careful in- 
quiry elicited no history of ex- 
posure to industrial dusts. There 
had been no known contact with 
tuberculosis. 

When admitted, the patient 
appeared acutely ill. His blood 
pressure was normal, the pulse 
rate 88 per minute, respiratory 
rate 32 per minute. Except for 
a small opacity in the left cornea, 
and the presence of shotty nodes 
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‘a the inguinal regions, the sig- 
nificant findings were restricted 
io the lung fields, where fine, 
crackling rales were heard in the 
posterior and lateral aspects of 
both lungs. A chest film was in- 
ierpreted as showing rather ex- 
tensive fibrotic densities in the 
posterior thorax with compensa- 
tory emphysema and bleb for- 
mation. 

Roentgen films of the hands 
showed no abnormalities. The 
reaction to old tuberculin in a 
dilution of 1:10,000 was positive. 
A coccidioidin skin test gave 
negative results. The sedimenta- 
tion rate was 28 mm/hr (Wester- 
gren). The white blood cell 
count and differential count were 
normal; the hemoglobin level was 
17 gm/100 cc. The albumin/ 
globulin ratio was normal. The 
vital capacity was decreased 
(72%). Persistent search for 
acid-fast bacilli was unreward- 
ing. The patient was discharged 
and followed in the clinic. 

Three months later he had ab- 
dominal pain and hematemesis. 
A gastrointestinal roentgen series 
gave evidence suggestive of duo- 
denal ulcer. Therapy appropriate 
to duodenal ulcer was given, 
and most of the symptoms ceased. 
A subsequent gastric analysis 
showed no free acid. 

Nearly 2 years after the pa- 
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tient’s discharge from the hospi- 
tal, a palpable epitrochlear node 
developed and was biopsied to 
determine the cause of superficial 
adenopathy. 

Six months afterward, the pa- 
tient was admitted to the hospital 
for a second time because of exa- 
cerbation of both the respiratory 
and the gastrointestinal symp- 
toms. In addition, he had dy- 
suria, frequency, and nocturia (4 
or 5 times nightly). He now ap- 
peared chronically ill. The res- 
piratory rate was 52 per minute. 
Nontender, freely movable lymph 
nodes were palpable in the cervi- 
cal and supraclavicular areas. 
Some tenderness was elicited 
over the costovertebral angle. 

Laboratory findings were simi- 
lar to those previously educed. 
No acid-fast bacilli were found 
in specimens of sputum and of 
gastric washings. Spinal fluid 
contained no evidence of ab- 
normality. The patient was dis- 
charged after 17 days, essentially 
unimproved. 


Obstruction 


Two months later, he was ad- 
mitted to the hospital for the 
treatment of obstruction of the 
lower urinary tract. Infection 
with Proteus was proved. On the 
36th hospital day transurethral 
resection was performed. Uro- 
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Combining a superior skeletal muscle relaxant with a preferred 
musculoskeletal analgesic, new PARAFON FORTE rapidly re 
lieves both pain and muscle stiffness in low back disorders. This 
effective dual action facilitates normal movement and hastens 
recovery. PARAFON FORTE is equally effective in other musculo- 
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skeletal disorders, such as myositis, whiplash injuries, strains or 
re- Bsprains, and fibrositis. 
‘his Doscge: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted 


“MCNEIL,” bottles of 50. °U.S. Patent No. 2,895,877 (McNEIL 
McNEIL LABORATORIES, INC., Fort Washington, Pa. 
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grams showed no abnormalities. 
During this hospitalization, the 
nonprotein nitrogen level ranged 
from 48 to 80 mg/100 cc.; the 
creatinine level was 3.7 mg/100 
cc.; the calcium level was 10.2 
mg/100 cc. An electrocardio- 
gram showed right ventricular 
hypertrophy. The patient was 
discharged, improved, on the 
44th day. 

Three weeks later he entered 
the hospital because of severe 
dyspnea at rest, and an increase 
in epigastric pain with radiation 
to the anterior portion of the 
chest and to the throat. The pain 
was apparently induced by pos- 
tural changes, and was not re- 
lated to meals. The appetite re- 
mained good. 

The respiratory rate was 48; 
the respirations were labored. 
Bronchial breathing and egoph- 
ony were heard over the right 
scapula; inspiratory wheezes 
were heard at the base of the 
right lung and in the left axilla. 
The fingers were clubbed. The 
patient improved moderately 
upon receiving oxygen therapy. 

The nonprotein nitrogen level 
was 45 mg; creatinine 2.3 mg/ 
100 cc; sodium 154 mEq; 
chlorides 109.2 mEq; carbon di- 
oxide-combining power 22.2 
mEq; potassium 5.7 mEq. A sec- 
ond study revealed a sodium 
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level of 134 mEq; nonprotein ni- 
trogen 58 mg/100cc. The specific 
gravity of the urine was 1.012; 


the urine contained protein 
(1+) and white blood cells (20 
to 30 per hpf). 

[The electrolyte pattern de- 
scribed was essentially unremark- 
able except that the sodium level 
was high initially, and that the 
carbon dioxide-combining power 
was within the low normal range, 
which is somewhat unexpected 
in a patient with pulmonary em- 
physema.} 


Therapy 


Following therapy with strep- 
tomycin, isonicotinic acid hydra- 
zide, penicillin, and cortisone, 
the vital capacity rose to 46%, 
13 days later to 55%, and 5 
days thereafter to 67% of nor- 
mal. For the first time in months, 
the patient became ambulatory. 
He was discharged from the hos- 
pital. 

One month later, slight ankle 
edema became manifest. The 
urine contained protein (2+). 
Roentgen stiidy of the chest 
showed no change. During the 
following 3 weeks, a mild epi- 
sode of prostatitis occurred and 
responded to treatment. An epi- 
sode of acute thrombophlebitis 
in the right leg also responded to 
therapy. The administration of 
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cortisone was discontinued be- 
cause the patient was gaining 
weight excessively and com- 
plained of abdominal discomfort. 

He was admitted to the hos- 
pital 4 months after the previ- 
ous dismissal. He now had fever, 
chills, chest pain, and hemopty- 
sis. In addition to the abnormali- 
ties previously observed, a sys- 
tolic murmur was now heard to 
the left of the sternum; the al- 
bumin/globulin ratio was in- 
verted (globulin, 4.8 gm/100 
cc), and an electrocardiogram 
showed an increase in the degree 
of right ventricular hypertrophy 
and the development of a com- 
plete heart block. 

The patient suddenly became 
acutely dyspneic and cyanotic. 
Blood pressure and pulse were 
unobtainable and he expired. 

Dr. IRvING I. LOMHOFF, De- 
partment of Roentgenology, 
Kaiser Foundation Hospital, 
Oklahoma: Dr. Shearn and I 
studied the intravenous urograms 
and the gastrointestinal studies, 
before this conference. The find- 
ings were not remarkable, except 
for evidence of a deformed duo- 
denal bulb. In discussing the 
chest films, I shall make no com- 
ment regarding the etiology or 
differential diagnosis. 

Taking as a baseline the date 
of the first roentgen study, made 
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during the initial period of ob- 
servation in the outpatient de- 
partment, the films of the chest 


_ may be enumerated as follows: 


Baseline, 3-month, 13-month, 
24-month, 28-month, 37-month, 
40-month, and 40 months and 
10 days. No lateral views will be 
shown. They indicated essentially 
what is denoted here; namely, 
that the large hilar shadows are 
due to hilar adenopathy. 


Important findings 


The important roentgen find- 
ings are obliteration of the right 
costophrenic angle, evidence of 
calcific plaques in the right 
pleura, and enlarged hilar densi- 
ties with a moderate degree of 
emphysematous and fibrotic 
change. 

The interesting feature of the 
baseline film is the presence of 
extremely small nodular densities 
far out in the periphery, resem- 
bling fine dust in appearance. 
These lesions do not resemble 
the small, round nodules typical 
of hematogenous tuberculosis. In 
addition, emphysema is observed. 

The 3-month film shows slight 
coalescence of the peripheral pat- 
tern, and little change in the hilar 
pattern. 

The 24-month roentgenogram 
shows coalescence of the nodu- 
lar shadows and an increase in 
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the fibrotic strands throughout 
both lung fields. The hilar ade- 
nopathy has not changed. The 
size of the heart has remained 
constant (Figure 1). 

The evidence of peripheral 
parenchymal disease has in- 
creased on the 28-month film, 
while the hilar aspect has re- 
mained relatively stable. Between 
the date that this was made and 
that of the 37-month film, the 
greatest transverse diameter of 
the heart increased 2.5 cm; 
thereafter its size remained rela- 
tively stationary. 

On the final views, little 
change is seen in the lung fields. 

In summary, the major change 
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FIGURE | 


in the parenchyma of the lung 
occurred during the first 2 years 
of illness, and was followed by 
relative stability of the roentgen 
appearance of the lesions. The 
heart, on the contrary, showed 
little change during the early 
course of the disease but in- 
creased in size between the 28th 
and the 37th month. The abnor- 
malities in the hilar region re- 
mained without significant 
change throughout the illness. 
Dr. SHEARN: Essentially, this 
middle-aged Negro man had a 
chronic illness of 3 years’ dura- 
tion characterized predominantly 
by pulmonary insufficiency which 
progressed until death. In addi- 
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tion he had findings referable to 
the gastrointestinal tract, evi- 
dence of renal insufficiency, and 
diffuse adenopathy. Cor pulmo- 
nale and heart block developed, 
and the patient expired suddenly. 

Diffuse pulmonary nodularity 
of miliary distribution can occur 
in a myriad of conditions. Many 
of these, including such acute 
illnesses as chicken pox, measles, 
and erythema nodosum, need not 
enter this discussion. The salient 
disease requiring differentiation 
from other possibilities in this in- 
stance is pulmonary tuberculosis. 
The patient had cough, chest 
pain, hemoptysis, fever, night 
sweats, and weight loss. Results 
of an old tuberculin test were 
positive and in addition, evidence 
of calcification appeared on 
roentgen films made early in the 
course of the final illness. The 
patient probably did have old, 
healed pulmonary tuberculosis, 
which may well have accounted 
for the positive results of the 
Mantoux test. In lymphohemato- 
genous or miliary tuberculosis, 
hilar adenopathy is rare; it is 
never of significant degree. The 
roentgen appearance of the lung 
parenchyma differs from that 
seen here. The nodules in the 
lung, since they arise simultane- 
ously, are of similar size and 
consistency. If this patient had 


November 1961, Vol. 7, No. 11 


had active tuberculosis, it would 
have had to be far advanced to 
cause illness of the degree de- 
scribed; but in far advanced tu- 
berculosis, one can almost in- 
variably demonstrate cavitation. 
In the host of roentgen films 
made during the last 3 years of 
the patient’s life, no evidence of 
cavitation was observed. 


Acid-fast bacilli 


If the man had had tubercu- 
losis, he would have been much 
more ill than the protocol indi- 
cates, and probably would not 
have survived 3 years. There 
would have been high spikes of 
fever, cachexia, significant loss of 
weight. Most importantly, acid- 
fast bacilli would have been 
found in the specimens of gastric 
fluid and sputum. Pinner’ found 
acid-fast bacilli in 99% of in- 
dividuals with active pulmonary 
tuberculosis. Diligent examina- 
tion will elicit acid-fast bacilli in 
all patients in whom pulmonary 
tuberculosis is far advanced and 
active. Concentrations of acid- 
fast bacilli in the sputum are 
high, the Gaffky count charac- 
teristically ranging from 6 to 10. 
At no time were acid-fast bacilli 
found in this patient. 

The diffuse adenopathy typi- 
cal of pulmonary tuberculosis is 
characterized by periadenitis. 
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The nodes are tender; they tend 
to break down and to ulcerate. 
In this patient, the nodes consist- 
ently remained freely movable, 
nontender, and were at no time 
fixed or matted. 

Malignant neoplastic disease, 
especially lymphangiitic meta- 
static lesions to the lung, often 
simulates widespread tuberculo- 
sis in its roentgen aspects. The 
densities are prominent in the 
hilar area, and streak toward the 
periphery. In this, they differ 
from the dust-like distribution 
described by Dr. Lomhoff. A ma- 
lignant process, in order to pre- 
sent a picture indicating involve- 
ment as widespread as. this, 
would have had to be far ad- 
vanced by the time the patient 
was first seen. 

During the interval between 
the first hospitalization and 
death, a primary site should cer- 
tainly have become evident, pos- 
sibly in the stomach, since gas- 
trointestinal symptoms occurred. 
Repeated roentgen studies of the 
stomach showed no such site. 

The patient with malignant 
neoplastic disease would have 
been anemic, debilitated, and 
would have expired sooner than 
this man did. In an excellent re- 
view, Harold? analyzed 24 cases 
of lymphangiitic metastases to 
the lung. In all instances, once 


dyspnea commenced, the pa- 
tients died within weeks or 
months. The patient discussed 
this evening had dyspnea when 
first seen. 


Lymphoma group 


Hodgkin’s disease, and others 
of the lymphoma group, can 
cause a picture resembling that 
described. In Hodgkin’s disease, 
hilar adenopathy is the most evi- 
dent finding; parenchymal in- 
volvement is of lesser degree. 
Pleural effusions occur in some 
75% of cases of Hodgkin’s 
disease; in the final stages, the 
Pel-Ebstein fever curve and 
eosinophilia may become evi- 
dent, although they are infre- 
quently manifest early in_ its 
course. In this patient, these phe- 
nomena did not occur. The 
spleen is usually enlarged, and 
the results of the tuberculin test 
almost invariably become nega- 
tive in the late phase. We do not 
know whether or not the tuber- 
culin test was repeated late in 
the course of this patient’s illness. 

Probably the most significant 
fact related to this aspect of the 
differential diagnosis is that bi- 
opsy of a lymph node was per- 
formed, and the patient received 
no radiation therapy afterward. It 
is fair to assume that, if the bi- 
opsy had given evidence of ma- 
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lignant neoplastic disease, such 
treatment would have been ad- 
ministered. 

Several mycotic infections can 
mimic the picture described. 
Histoplasmosis is one. Pulmo- 
nary calcifications are usually 
found, but their roentgen distri- 
bution usually is slightly more 
uniform than that which we have 
observed in this patient. In se- 
vere cases of histoplasmosis, 
there is rapid, acute depression 
of the white blood cell count and 
of the homoglobin level; the 
tongue, skin, and nasopharynx 
are widely involved. The patients 
do not survive long. In coccidi- 
oidomycosis of a degree that 
could simulate this roentgen ap- 
pearance, spiking fever, debility, 
and death may occur within 
weeks, not years. The results of 
a coccidiocidin test were nega- 
tive in this instance. 

Any of several diseases due to 
industrial dusts, including sili- 
cosis, asbestosis, and berylliosis, 
may give rise to such a roentgen 
pattern; but only rarely do enti- 
ties of this group develop until 
after adequate exposure of the 
patient to dust for periods as 
long as 5 to 8 years. 

Our problem, then, is to iden- 
tify a disease which can cause the 
pulmonary picture shown here, 
can run a chronic course, can 
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involve the lymph nodes, gastro- 
intestinal tract, heart, and kid- 
neys; and which can permit the 
patient to survive as long as this 
man did. Boeck’s sarcoid is such 
an entity. 


Sarcoid 


Sarcoidosis is a chronic granu- 
lomatous disease of unknown eti- 
ology, with widespread manifes- 
tations. Epidemiological studies 
have indicated that pine pollen 
may be an important environ- 
mental factor, though certainly 
not the sole one, in the etiology of 
the disease. Patients with sarcoid 
are found to manifest abnormal 
immunological responsiveness al- 
though no antibody specific for 
this disease has yet been found. 
Familial cases are being reported 
with increased frequency. It has a 
peculiar predilection for Negroes. 
The great majority of the cases 
reported were in Negroes.*:* Al- 
though some investigators have 
derogated from these figures, 
feeling that they were influenced 
by certain population factors, 
corrected figures for patients with 
Boeck’s sarcoid in the United 
States Army indicate that the 
Negro appears to have a greater 
susceptibility to the disease.° 

The system most commonly 
involved in Boeck’s sarcoid is the 
lymphatic, which is affected in 
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approximately 85% of unselected 
cases. When superficial lymph 
nodes are so diseased, hilar ade- 
nopathy is invariably present; 
statistically, involvement is most 
evident on the right, but bilateral 
hilar adenopathy is also char- 
acteristic. The abdominal lymph 
nodes may be affected and in 
some instances become extremely 
large, leading occasionally to 
pain of such severity that the pa- 
tient is explored surgically. I sus- 
pect that this man’s abdominal 
pain was, to considerable extent, 
due to enlargement of either the 
retroperitoneal, periaortic, or 
other lymph nodes within the 
abdomen. 

The lung is by far the most 
frequently involved of the in- 
ternal organs, being affected in 
76% of cases of sarcoidosis. 
More often than in any other en- 
tity, the pulmonary abnormalities 
that can be seen on the roentgen 
film are resorbed completely, 
either spontaneously or as a 
result of corticosteroid therapy. 


Several patterns 


Various roentgen patterns in 
the lungs are seen. The earliest, 
according to Reisner,’ is similar 
to that seen in this patient; the 
distribution is miliary, especially 
in the lung parenchyma. Alter- 
natively, there may be hilar en- 
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largement with streaking toward 
the periphery, similar to that seen 
in lymphoma or possibly in con- 
gestive failure. A third typical 
picture is diffuse, patchy, coales- 
cent areas of fibrotic change. | 
believe that this patient had sev- 
eral of these patterns of distribu- 
tion; certainly the miliary and 
the coalescent areas were present. 

Calcification is not seen in 
patients with Boeck’s sarcoid. 
Pleuritic reactions are frequently 
observed while pleural effusion 
seldom occurs. Pleuritic reaction 
without pleural effusion is well 
demonstrated in this case. 

The symptoms of Boeck’s sar- 
coid are similar to those mani- 
fested in this patient; namely, 
hemoptysis and dyspnea. In addi- 
tion to the pulmonary insuffi- 
ciency that ordinarily accompa- 
nies emphysema, which results 
from trapping of air and the 
irregular distribution of the al- 
veolae, in Boeck’s sarcoid the 
“capillary alveolar block” oc- 
curs,® apparently because fibrotic 
thickening gf the membrane in- 
terferes with diffusion through 
the capillary alveolar membrane. 

Early in the course of Boeck’s 
sarcoid, the patients do well, ex- 
cept that they have dyspnea on 
exertion or when the need for 
oxygen is greater than normal. 
Later in its course, dyspnea is 
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present even while the patient is 
at rest, because of the reduced 
arterial oxygenation that results 
from the capillary alveolar block. 

Since the patient was a Negro, 
we cannot be certain that he 
manifested the cyanosis which is 
the typical sign of the arterial 
anoxemia; but clubbing of the 
fingers developed—a _ character- 
istic finding in patients who are 
cyanotic for extended periods. 

A vicious chain of events oc- 
curs: anoxemia results in the re- 
lease of erythropoietin and poly- 
cythemia ensues, which in turn 
increases the volume and the 
viscosity of the blood. These 
factors, together with the effect of 
the anoxemia upon the capillary 
bed and the pulmonary artery, 
cause increased pressure in the 
pulmonary artery, which is re- 
flected in the right ventricle. The 
right ventricle enlarges, hyper- 
trophies; thereafter, the right au- 
ricle enlarges and becomes hyper- 
trophied. This leads to cor pul- 
monale and, by that route, to 
cardiac failure. Although the 
roentgen appearance of _ this 
patient’s heart is not entirely 
characteristic, it suggests this 
series of phenomena. Much of 
the enlargement could have been 
accounted for by a change in 
size of the right ventricle. 

The electrocardiograms are sug- 
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gestive. The tracing made early 
in the clinical course shows right 
axis deviation, and deep S waves 
are found in the right precordial 
leads, as are frequently observed 
in patients with emphysema. The 
electrocardiogram made not long 
before death shows a definite in- 
crease in the degree of hyper- 
trophy, with tall peaked (P pul- 
monale) P waves characteristic 
of right atrial hypertrophy. Ab- 
normalities are observed on the 
electrocardiogram of more than 
50% of patients with Boeck’s 
sarcoid. 


Heart block 


Of exceptional interest is the 
development of heart block. In 
some patients in whom sarcoid 
had led to bundle branch block 
and heart block, postmortem ex- 
amination has shown the granu- 
lomatous lesions or fibrotic change 
placed strategically along the con- 
ducting system. I think it possible 
that a granuloma situated at or 
beyond the atrioventricular node, 
dissociated the atria from the ven- 
tricles and caused the arrhythmia, 
thus constituting the mechanism 
that was the immediate cause of 
sudden death. Heart block causes 
the Morgagni-Adams-Stokes syn- 
drome, comprising cardiac stand- 
still or occasionally ventricular 
tachycardia. The mode of death 
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described in the protocol appears 
to have been compatible with this 
syndrome. 

Interesting speculations relative 
to the hypotheses that attempt to 
relate gastric ulcer to the degree 
of peptic acidity are stimulated 
by the fact that achlorhydria was 
observed in this patient, in whom 
peptic ulcer was suspected. Of a 
group of 19 patients studied by 
Scott 4 had gastric ulcers, 4 had 
pyloric obstruction, 3 had gastric 
hemorrhage.’ Achlorhydria was 
observed in all the patients but 
one. When examined postmortem, 
the gastric mucosa was found to 
be infiltrated with granulomatous 
material. The hypothesis offered 
was that the granulomatous sites 
interfered with the secretion of 
the parietal cells. Although this 
patient probably had, separately, 
a duodenal ulcer which may have 
been bleeding, it is also conceiv- 
able that he was bleeding from 
some site within the stomach. 


Renal changes 


The renal manifestations seen 
in this man, comprising azotemia 
(functional renal insufficiency 
without frank uremia) apparently 
occur in numerous patients with 
sarcoidosis. The explanation is 
not always evident. Snapper® has 
proposed that the azotemia is 
probably due to infiltrations with- 


in the arterioles and capillaries, 
but other investigators have found 
that the kidneys are usually rela- 
tively free from granulomatous 
lesions. A more likely explana- 
tion is that calcium is deposited 
in and about the renal tubules, or 
that large calculi develop in the 
kidneys. Calcifications can be 
demonstrated in most patients 
with sarcoidosis and renal insuffi- 
ciency. The serum calcium level 
is high in many patients with 
sarcoidosis. Bone resorption was 
once suggested as the cause; but 
the incidence of hypercalcemia is 
not correlated with resorption. 
To suppose that the hypercal- 
cemia is an expression of the 
characteristic hyperproteinemia of 
Boeck’s sarcoid is not tenable, 
since calcium is bound to the 
albumin fraction; whereas the 
hyperproteinemia of this disease 
is due to an increase in gamma 
globulin, or occasionally an in- 
crease in beta globulin; and the 
albumin remains unchanged. It is 
still not clear whether increased 
intestinal absorption of calcium 
contributes to the high calcium 
level. One report of the calcium 
level was given in this protocol; 
the study was made early in the 
disease; the level might have 
been found to be higher later in 
the clinical course. 
This patient had two additional 
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only comprehensive therapy 
can reach all three vaginitis patients 


Tricofuronw 


effective against all three vaginitis pathogens: Trichomonas vaginalis, Candida albi- 
cans, Hemophilus vaginalis—The current controversy concerning the frequency of 
various organisms causing vaginitis may be due to “a larger prevalence of mixed 
infection than is commonly assumed...To succeed, the topical preparation used should 
possess sufficient activity to eliminate trichomonads, fungi, and any associated patho- 
genic bacteria, such as H. vaginalis.” Ensey, J.E.: Am. J. Obst. & Gynec. 77:155, 1959. 


l.powpeER for weekly application in your office: FuROxoNE® (furazolidone) 0.1% and 
Micorur® (nifuroxime) 0.5%, in an acidic, water-dispersible base; 15 Gm. squeeze 
bottle with 5 disposable applicator tips. 


2. SUPPOSITORIES for continued home use—on your prescription only—FUROXONE 0.25% 
and Micorur 0.375% in a water-miscible base; boxes of 12 or 24 with applicator. 


—\ 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK J 
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diseases which might have ac- 
counted for the azotemia: known 
disease of the lower urinary tract, 
probably pyelonephritis and hy- 
pertension, which leads to nephro- 
sclerosis. Both pyelonephritis and 
nephrosclerosis may depress glo- 
merular filtration rate, and lead 
to azotemia. 

Among the laboratory data, the 
high sedimentation rate and the 
reversal of the albumin/globulin 
ratio are suggestive of Boeck’s 
sarcoid. The elevated hemoglobin 
level was a result of arterial 
anoxemia. 

Requiring somewhat more ex- 
planation is the positive result of 
the tuberculin test. The etiologic 
relationship of tuberculosis to 
sarcoid has been discussed in- 
numerable times, one of the main 
points at issue being that, in from 
60% to 70% of patients with 
sarcoidosis, the tuberculin test 
gives negative results. The nega- 
tive reaction probably does not 
represent a specific anergy to 
tuberculin, but rather part of a 
general defect in the immunologic 
mechanisms, since patients with 
Boeck’s sarcoid also display an- 
ergy to such other antigens as 
Candida albicans, mumps virus, 
and Trichophyton gypseum. 

The chronic course of this 
patient’s illness, with an insidious 
onset, the predominant pulmonary 
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findings, the diffuse adenopathy, 
the reversed albumin/globulin 
ratio, and the abnormalities ob- 
served roentgenographically, are 
all highly suggestive of Boeck’s 
sarcoid. The diagnosis of this 
disease cannot be made definitely 
except by the observation on his- 
tologic section of the typical 
granulomatous epithelioid areas 
without caseation. 


Final diagnosis 


My final diagnosis is general- 
ized sarcoidosis with widespread 
involvement of the lungs; of the 
hilar, peripheral, and abdominal 
lymph nodes; and possibly of the 
liver and spleen which may be 
presumed to have been involved 
since the disease was so widely 
disseminated. I would expect to 
find old, calcified, inactive tuber- 
culosis of the pleura, and diffuse 
sarcoidosis of the lungs. I antici- 
pate that the right atrium and 
right ventricle were found to be 
hypertrophied. There may have 
been infiltration within the heart, 
and possibly .granulomas in the 
conducting system. The kidney 
may show chronic pyelonephritis 
and nephrosclerosis and possibly 
calcium deposits in and about the 
renal tubules. I should expect to 
find an old, healed, duodenal 
ulcer. 

Dr. A. J. SENDER, Department 
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Help protect the precarious 


Older patients often need help when they complain of dizziness . . . help that can be 
provided by Dramamine. This classic drug is free of serious side effects, easy-to-take 


and frequently is effective against dizziness with a vestibular component whether 
acute or chronic. These elder citizens will be grateful for Dramamine. 


| Dramamine® 


brand of dimenhydrinate 
for dizziness/vertigo in older patients 


Dosage: one 50-mg. tablet, t.i.d. 
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FIGURE 2 = Sarcoid granulomata lymph node. 


of Internal Medicine: Dr. Rai- 
mondi, do you care to comment 
regarding the administration of 
cortisone to a patient with a his- 
tory of duodenal ulcer? Appar- 
ently no harm resulted in this 
instance. 

Dr. PHILLIP J. RAIMONDI, De- 
partment of Internal Medicine: 
In view of the suspected duodenal 
ulcer, the physician showed con- 
siderable courage in using corti- 
sone, which causes an increase in 
the secretion of pepsin and hy- 
drochloric acid. If the situation 
requires the administration of 
this agent, however, it is possible 
to protect the patient by means 
of intensive antacid therapy, as 
was done in this case. 
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Dr. LoMuHoFF: It is often said 
that the patient with Boeck’s sar- 
coid feels surprisingly well in 
comparison to what one would 
anticipate from the roentgen ap- 
pearance of the lung. This patient 
was ill for a number of years be- 
fore death. I should like to ask 
Dr. Shearn whether this would 
constitute an exception to the 
tule; or is the concept of the 
typical “benign” course of the 
disease misleading? 

Dr. SHEARN: When the first 
cases of Boeck’s sarcoid were de- 
scribed, roentgen diagnosis was 
less common than now, and the 
skin was the most commonly rec- 
ognized site of manifestation. 
Those patients in whom the dis- 
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WACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


suppresses gastric acid secretion at the parietal cell level 


| decreases gastrointestinal hypermotility | 


relieves nervousness and tension 


NACTISOL combines: 


NACTON® 4 mg. new inhibitor of gastric acid secretion and hypermotility 


methylsulfatet «reduces the total output of gastric Hd by about 
plus 


BUTISOL SODIUM® 15 mg. “daytime sedative” with highest therapeutic 
oe index* (highly effective, minimal side effects) 


e Side effects with NACTISOL therapy have been minimal.** 
NACTISOL* . . in scored, yellow tablets 
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ease affects the skin predominantly 
feel comparatively well. Now that 
roentgen diagnosis is used often, 
we are learning increasingly that 
Boeck’s sarcoid is not necessarily 
a mild reversible disease. The 
mortality rate may be high, espe- 
cially when there is widespread 
pulmonary involvement. 

Dr. MELVIN FRIEDMAN, De- 
partment of Pathology: The pa- 
tient had generalized sarcoidosis 
involving lungs, spleen, liver, kid- 
neys, lymph nodes, testes, thy- 
roid, and probably other organs 
(Figure 2). 

The involvement of the lungs 
was intensive and extensive. In 
this organ the disease had reached 
the late fibrotic stage; most of 
the tubercles had disappeared, 
Each lung weighed 1050 gm., 
about 3 times normal weight. 
Most areas were firm and rubbery 
in consistency. The pulmonary 
fibrosis was of such degree that 
cor pulmonale resulted. The aver- 
age thickness of the right ven- 
tricle was from 2 to 2% times 
normal, and the chamber was di- 
lated. The right upper lobe was 
occluded by a thrombus, prob- 
ably originating by embolism 
from the thrombophlebitic vein 
in the leg. Milking of the leg 
veins did not bring out further 
emboli. 

Passive congestion was ob- 
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served in lungs, liver, spleen, and 
kidneys. Agonally and terminal- 
ly, there was esophageal ulcera- 
tion. The mucosa of the duode- 
num was slightly scarred and flat- 
tened, in a manner suggestive 
of an old healed ulcer. 

Careful block dissections 
throughout all cardiac areas that 
might have been involved with 
the disease failed to reveal sar- 
coidosis. The prostate was hyper- 
trophied; the aorta, sclerosed. 

(Photographs and microphoto- 
graphs were projected.) 
Etiology unknown 

Q. What is the present concept 
of the etiology of sarcoidosis? 

Dr. SHEARN: The etiology is 
not known. The hypothesis that 
related this disease to tubercu- 
losis appears to be losing adher- 
ents. Some years ago, patients 
with sarcoidosis were assigned 
to tuberculosis wards, where they 
frequently incurred tuberculosis. 
Of the 35 patients in the tubercu- 
losis hospital in Denver reported 
by Reisner, approximately one- 
third died of rapidly fulminating 
pulmonary tuberculosis. Now 
that the disease is being recog- 
nized more accurately, and pa- 
tients are not being exposed to 
tuberculosis in sanatoria, the 
frequency of such complications 
is decreasing. 

—Concluded on page 120 
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As I have mentioned, the hy- 
pothesis that the disease has an 
allergic basis is gaining pro- 
ponents, and the relationship to 
pine pollen is most intriguing. 

Q. Is there a reliable and spe- 
cific laboratory test for sarcoi- 
dosis? 

Dr. SHEARN: A laboratory test 
for sarcoidosis, originally devised 
by Williams and Nickerson and 
named for Kveim, who in 1941 
extended the observations, con- 
sists of the intracutaneous injec- 
tion of an antigen derived from 
sarcoid lymph nodes. In almost 
all patients with sarcoidosis, a 
typical sarcoid nodule, which is 
histologically identical to those 


that have been shown, develops 
in response to such injection. The 
value of the test is diminished by 
the fact that a month or more 
must pass before the lesion de- 
velops. The antigen is nonspe- 
cific; normal lymph node, normal 
spleen, and even India ink may 
elicit an identical response in 
patients with sarcoidosis. 


Pathologist’s diagnosis 


I. Sarcoidosis of lungs, spleen, 
liver, kidneys, lymph nodes, 
testes, and thyroid. Cor pul- 
monale. 

II. Glandular and fibromuscu- 
lar hyperplasia of prostate. 

III. Healed duodenal ulcer. 
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hypovolemic shock 
quickly, economically 


without the dangers of blood transfusion 


An estimated 3,000 patients die each year as the result of blood 
transfusion reactions.! When hypovolemic shock is treated with 
ALBUMISOL®, most of the risks inherent in blood transfusion are 
bypassed. With ALBUMISOL, there is— m no danger of hepatitis m no 
waiting or expense for typing, cross-matching, or grouping. 

Most importantly, ALBUMISOL is the protein responsible for 80 per 
cent of the colloid osmotic pressure of plasma. It therefore fills the 
most urgent need in hypovolemic shock—restoration of pressure. 


ALBUMISOL 25% (salt poor) is also available to help you manage 
nutritional deficiencies and severe fluid retention of advanced cir- 
thosis and nephrosis. Increased production now makes possible new 
lower prices on both products. 


NORMAL SERUM ALBUMIN (HUMAN) 
ready for immediate blood volume replacement ; 


SUPPLIED: ALBUMISOL 5% in 250-cc. and 500-cc. bottles. 

ALBUMISOL 25% (salt poor) in 20-cc. and 50-cc. bottles. 

1. Hirsh, B. D.: Medicolegal Digest, 1:21, June, 1960. 

Additional information is available to the physician on request. 

ALBUMISOL is a trademark of Merck & Co., INC. 

MERCK SHARP & DOHME 
Division of Merck & Co., Inc. + West Point, Pa. 
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Foreign 


| presence of foreign medical 
graduates in American hospitals 
seems to have created a series of 
complex problems. Numerous 
magazine articles on “the prob- 
lem of the foreign graduates,” 
controversy over the A.M.A.’s 
Educational Council for Foreign 
Medical Graduates (ECFMG), 
bitter complaints from the for- 
eign doctors, themselves, 
clearly attest to the existence 
(and extent) of these problems. 

Perhaps more than anything 
else, the recently formed Asso- 
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Medical Grad 
in the U.S.A. 


The foreign medical graduate 
represents aé_ challenge to 
American medicine, one which 
should be faced honestly. 


Marcio V. Pinheiro, M.D. 


ciation for Foreign Medical 
Graduates in Boston demon- 
strates how serious and complex 
the situation is becoming. It is 
certainly surprising to find that 
doctors from other countries, 
coming to the United States by 
invitation, choice or need, feel 
they must form an “Association” 
to protect their interests. 

One need only consider the 
different (and often opposing) 
motives and interests of each 
group involved in the relation- 
ship between the foreign physi- 
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cian and the United States to 
understand why the problem has 
become so complex and contro- 
versial. Let’s analyze these differ- 
ent interests in turn: 

@ THE UNITED STATES AS 
REPRESENTED BY THE STATE 
DEPARTMENT. By creating the 
Exchange Visitors Program, the 
United States hopes to advance 
the medical sciences in undcr- 
privileged countries and, at the 
same time, create a feeling of 
good will towards the United 
States among these people. 

@ THE AMERICAN HosPITALs. 
Voluntary, governmental and pri- 
vate hospitals have a present and 
pressing need for house staff. 
They are many more times in- 
terested in these foreign doctors 
as “employees” than as partici- 
pants in a well-developed train- 
ing program. 

@ THE AMERICAN MEDICAL 
ASSOCIATION AND ALLIED 
Groups. The A.M.A. et al, in 
creating the ECFMG, is inter- 
ested in “protecting” the Ameri- 
can patient against the possible 
hazards of having “poorly edu- 
cated” doctors in American hos- 
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pitals. Since it is an association 
of American practicing physi- 
cians, the A.M.A. (I would ven- 
ture to say) seems also to be in- 
terested in regulating the number 
of foreign doctors who wish to 
come to the United States as 
immigrants. 

@ THE AMERICAN UNIVERSI- 
TIES. The universities in the 
United States, mainly interested 
in teaching and developing the 
skill of future physicians, ap- 
parently hesitate to accept for- 
eign medical graduates: they not 
only do not need them, but they 
are also naturally afraid of ac- 
cepting an “unknown foreign 
doctor” as an intern or a resident 
not knowing whether he will be 
able to participate in the teach- 
ing program for the university 
students. 

@ THE FOREIGN MEDICAL 
GRaDUATE. The foreign physi- 
cians are not a homogeneous 
group but have different interests 
and motivations even among 
themselves. The Exchange Visi- 
tor, for example, will probably 
be looking for specialized train- 
ing, while the Immigrant and 
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Editor’s Note: The editor of RESIDENT PHYSICIAN 
considers the views expressed by Dr. Pinheiro to be 
reasonable and worthy of more than superficial con- 
sideration, especially where they relate to those foreign 
medical graduates who come to this country under the 
Exchange Visitors Program. Too often in so-called 
approved hospitals the status of our foreign medical 
visitor has been that of an underpaid, overworked em- 
ployee. We feel that those groups who organized the 
ECFMG should take immediate positive steps to see 
that an educational program of real value be provided 


our foreign medical visitors. P.H.L. 


Refugee physicians will be pri- 
marily concerned with obtaining 
a license to practice in the United 
States. 


Reconciling the different views 


When approaching a problem 
as complex as that created by the 
presence of foreign medical 
graduate in the United States, all 
the different motives and inter- 
ests must be kept in mind. In 
speaking of the foreign physi- 
cians, the category to which they 
belong must be clearly defined 
from the very beginning. Con- 
versely, when speaking of the in- 
terests of the United States, we 
must make clear to whom we 
refer. Is the reference to the in- 
terests of the State Department? 


Or to that of the hospitals? Or 
the A.M.A. and its allied groups? 
Or the universities? 

Naturally, the ideal situation 
would be one in which all these 
different American interests are 
reconciled and work towards one 
common goal. However, if (or 
since) one has to choose or de- 
cide which interest is of most im- 
portance to the American people, 
in view of the present world sit- 
uation I believe that the ultimate 
goal should be that of creating 
good will for the United States 
throughout the world. In this 
case, to reach this main goal 
some of the “private” interests 
would have to be sacrificed for 
the benefit of the nation. 

I have the impression some- 
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Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders, such as hemor- 
rhoids, proctitis and pruritus ani. 


to maintain lasting to provide immediate 
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evening and after each evacu- itching, two Anusol-HC 
ation. Supplement with Anusol Suppositories daily 
Unguent as required. for 3 to 6 days. 


Neither Anusol nor Anusol-HC contains anesthetic drugs which might 
mask the symptoms of serious rectal pathology. 
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times that the work of the State 
Department and the Exchange 
Visitors Program in _ creating 
good will is, consciously or not, 
directly undermined by the more 
immediate and particular inter- 
ests of some American hospitals 
and, indirectly, by the A.M.A. 
and its allied groups which ap- 
prove these hospitals for “train- 
ing programs.” If this is so, these 
groups should be willing to sac- 
rifice some of their immediate 
needs so as to be in line with 
the State Department’s plans. 


Some needed ‘soul searching’ 


Perhaps the best way to deal 
with the problems created by the 
presence of foreign physicians in 
American hospitals—whether by 
invitation, choice or need—is to 
start by answering these basic 
questions honestly and sincerely: 

1. Does the United States 
really think a friendly and hon- 
est relationship with these coun- 
tries is important to its future? 

2. Is the United States really 
interested in training these for- 
eign physicians? 

3. Does the United States 
really have the facilities to take 
care of their education? 

4. Aren’t many private Ameri- 
can hospitals making use of the 
Exchange Visitors Program to 
further their own personal ends? 
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5. Does the United States 
really have enough opportunity 
for an immigrant physician to 
practice? 

6. Is the United States really 
willing to accept “refugee” doc- 
tors for what they are and to 
respect their titles and human 
dignity? 


Three-point program 


If these questions can be an- 
swered honestly in the positive, 
then a definite plan which would 
include the following points 
should be put into effect: 

@ FOREIGN PHYSICIANS on the 
Exchange Visitors Program should 
receive real specialized training. 
This means that all the different 
American interests would have 
to subordinate their interests in 
favor of this one goal. These 
“visitians,” furthermore, should 
be treated as visitors and receive 
the hospitality this country is 
well able to furnish. 

@ IMMIGRANT PHYSICIANS 
should be made aware of the 
obstacles which they will have to 
face before being accepted in the 
United States. The U.S.A. has 
the right to establish any kind of 
regulations or laws governing 
their acceptance. However, for 
the United States to be consistent 
and avoid well-founded criticism, 
once the immigrant physician has 
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all it takes 
for sustained protection in asthma 


One tablet on arising protects 
through the working day, virtu- 
ally eliminates the need for emer- 
gency daytime medication. 


One tablet 12 hours later lets the 
patient sleep, reduces the need for 
middle-of-the-night emergency 
medication. 


New Tedral SA 


Sustained-Action antiasthmatic 


® protects against bronchial constriction # reduces mucous congestion 
= increases vital capacity and ability to exhale # reduces frequency and 
severity of asthmatic attacks = convenient b.i.d. dosage 


Each tablet contains 180 mg. theophylline, 48 mg. ephedrine HCI, 


and 25 mg. phenobarbital. 


Gris 
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complied with these laws and 
regulations, he should be ac- 
cepted with the same rights and 
obligations as the American-born 
physician and without racial 
discrimination. 

@ REFUGEE PHYSICIANS should 
be considered as a separate case. 
Once accepted here—an act 
clearly illustrating the United 
States’ interest in helping the vic- 
tims of the communist world— 
the refugee physician should be 
helped in securing a comfortable 
position for himself and his 
family. Perhaps facilities could 
be arranged to further their train- 
ing—if needed—and they should 
be permitted, once eligible, to 
acquire a license within their 
limitations. Otherwise, by using 
them as “house staff” to fill in 
the needs of the American hos- 
pitals, the altruism and beauty 
behind the United States’ attitude 
of acceptance and interest will 
be marred and undermined. 


The negative approach 


On the other hand, if the ques- 
tions above were answered in the 
negative, I would think that, po- 
litically, it would really be much 
better for the United States not 
to accept any of these doctors. 


This attitude would be more con- 
sistent with the negative answers, 
and would probably be a happier 
solution for all the institutions 
and human beings involved. 

Regardless of whose interests 
are chosen as the most important 
for the nation, if the United 
States wishes to be respected and 
admired by these foreign doctors 
(and consequently, to a certain 
extent by their home countries), 
it must deal with them honestly, 
sincerely and consistently. 

If the associations, groups, 
and individuals of the United 
States do not develop a real feel- 
ing of interest in these foreign 
people, if they do not actually 
believe that such a friendly rela- 
tionship is pleasant and impor- 
tant to them and the United 
States, the foreign people will 
sense this. They will understand 
that there really is no place for 
them here and they will return 
to their homes hostile and resent- 
ful of the American people and 
their institutions. No laws, rules, 
good will programs, money or 
even the promise of freedom can 
substitute for the three pillars on 
which a long-lasting friendship is 
based: honesty, sincerity and 
consistency. 


Resident Physician 


clini 


he 


4 

: 

| 

3 


effective against: 
rhinitis headache’ 


clinically demonstrated - Sinutab 


provides “excellent symptomatic relief””* 


of sinus and other common frontal 
headaches on just 2 tablets q.4h. Sinutab aborts pain—decongests mucosa— 
relieves pressure—relaxes tension. 


*Flohr, Leonard, et al.: Clin. Med. 8:3 (March) 1961. 
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Tax Clinic— Q ou A 


Joseph Arkin, C.P.A. 


Q. I want to engage an older 
physician to scout around the 
country for a suitable practice 
for me to buy. I don’t want to 
risk my judgment and feel that 
one who has been in the field a 
long time will know what to look 
for, what questions to ask of the 
retiring doctor, what to do to 
assure a fair and equitable finan- 


doctor on such a trip can I de- 
duct the costs involved—his fee, 
travel expenses, etc.? 


A. You will not be able to 
deduct the expenses of a “buying 
agent” since such fees are not 
“ordinary and necessary” busi- 
ness expenses. They are not in- 
curred in an existing trade or 
business. Several court decisions 
have indicated that those who are 
not business promoters cannot 


e Address your questions to: Editor, Tax Clinic, Resi- 
dent Physician, 1447 Northern Blvd., Manhasset, Long 
Island. Personal replies cannot be made, but your ques- 
tion may be answered in future issues of RP. 
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deduct for the costs involved in seeking a business. 
However, when you do purchase a business or practice 
you generally are permitted to deduct the preliminary 
expenses involved in its. purchase. The latest decision 
on this is Bernstein TCM 1961-160. 


Q. After all the long years of training I think that 
the high income tax rates amount almost to confiscation 
of my property. What has happened to the “relief” 
provisions proposed to help artists, entertainers and 
professional athletes? Wouldn’t this also open the door 
to giving relief to the professions? 


A. While there has been talk of making certain 
humanizing provisions for certain classes of taxpayers, 
the present Administration is trying to broaden the tax 
base by taking away certain special concessions granted 
to specific classes of taxpayers. Recently a doctor 
whose return was examined, and disallowances made 
therein, argued before the Tax Court that the tax laws 
are “communistic” and therefore unconstitutional. The 
court held that the taxpayer’s contention was unsub- 
stantiated and entirely without merit. He had to pay 
the tax deficiency. Case of Steck, TCM, 1961-96. 


Q. I regularly incur on-the-job expenses which are 
deductible but which are paid in cash. What records 
can I keep which will enable me to justify the deduc- 
tions made for these expenses on my tax returns? 


A. The best policy is to pay all deductible expenses 
by check. This is true whether they are deductible as 
business expenses or those personal expenses which 
by special laws are held to be tax deductible (interest, 
taxes, charity, medical, etc.) 

Where you cannot pay by check, because of the 
smallness of amount, or because of circumstances, the 
best thing is to obtain a receipt or other evidence of 
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payment. A good procedure: At the beginning of 
each year obtain a diary and enter all expenses paid 
in cash. Will the agent believe you upon examination? 
Not necessarily, but current practice is to give more 
weight to deductions claimed when supported by diary — 
notations, than by just making estimates of expenses. 
In a recent Tax Court case (Weinfeld TCM 1961- 
17) the court accepted the diary as an adequate form 
of substantiating expenses, pointing out that the Com- 
missioner, in his own rulings, seems to recognize that 
travelers and others have to make cash expenditure and 
that these will be considered substantiated if properly 
recorded. 


Q. I have completed all my medical and psychiatric 
training courses but to be licensed in my state I still 
have to attend school for additional training in psycho- 
analysis. I will incur expenses for seminars, lectures, 
books, and for personal analyses. Can I deduct these 
on my tax return as educational expenses? 


A. No. The Court of Appeals in Namrow (4th, 
3/27/61) affirmed a previous decision of the United 
States Tax Court holding that these expenses were not 
to “maintain or improve present skills” of the taxpayer- 
psychiatrist, but rather to acquire a new skill and to 
satisfy the minimum requirement for establishing him- 
self as specialist in psychoanalysis. The Income Tax 
Regulations allow educational deductions under certain 
circumstances, primarily for the purpose of improving 
one’s skill in his employment or business. The court 
concluded that since recognition as a psychoanalyst 
can only be obtained by attendance at these special 
institutes, the taxpayer was in effect, acquiring a new 


gainst 


gainst ‘ 


"APSUL 
skill. Also, the taxpayer was not allowed to deduct the Request 
cost of personal analysis as a medical expense because 7 you 
it was not intended as such. 

LEDERLE | 
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Sinusitis 
ands 
urethritis 
other 


infections 


antibiotic therapy with an added measure of protection 


ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


ra relapse— up to 6 days’ activity on 4 days’ dosage 
bgainst secondary infection— sustained high activity levels 


gainst “problem” pathogens— positive broad-spectrum antibiosis 


“APSULES, 150 mg., 75 mg.; PEDIATRIC DROPS, 60 mg./cc.; SYRUP, 75 mg./5 cc. 
Request complete information on indications, dosage, precautions and contraindications 
rom your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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", .. The outside temperature 


was 50 degrees below zero. 
| sat in my small dispensary 
under the ice, trying to N ear 
interest myself in a surgery canis 
ee. journal almost one year old. nowhe 
The only sound was the drone 
of a jet space heater. This of the 
had been my home for nine bits o} 
months—and 
would be for five} investi 
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T 
N catty four years ago, thou- 
sands of ice-locked miles from 
nowhere, a small group of scien- 
tists and their assistants chipped 
away at an enormous mountain 
of the Unknown. Probably the 
bits of information they brought 
back affect us more directly than 
most of the more spectacular 
c investigations in outer space. 

This team had been sent to the 
Antarctic to study such things as 
cosmic rays, glaciology, gravity, 
the ionosphere—in short, man in 
a special environment. This was 
part of the United States program 
4% for the International Geophysical 
Year, and I was fortunate to be 
part of the team. 


Orders 


I had been a resident in sur- 
gery at a large Eastern hospital 
When I received my orders to 
qctive duty with the U. S. Navy. 
‘G Actually, I was grateful for the 
Opportunity to serve the country 
fof my adoption; I went to the 
§Bureau of Medicine & Surgery, 
Navy Department, in Washington 
to request a special assignment— 
a part in the Navy’s operations 

©’ gin the Antarctic during the Inter- 
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national Geophysical Year. I 
knew there was a shortage of 
physician volunteers and I felt 
that this would be a rewarding 
experience that would enrich my 
life professionally and also spirit- 
ually. My expectations were fully 
realized. 

In the fall of 1957, after spend- 
ing six months at the Seabee 
training center in Davisville, 
Rhode Island, carefully screening 
volunteers, forty of us—ten civil- 
ian scientists, five officers, and 
thirty-five enlisted men 
embarked on a Navy transport 
headed for the Filchner ice-shelf 
on the Weddell Sea. We were 
accompanied by a Coast Guard 
ice-breaker — and a spirit of 
adventure and the lure of the 
unknown. Unlike the Ross Sea 
area, here was a virtually unex- 
plored coastline closely guarded 
by a treacherous ice pack extend- 
ing for hundreds of miles out to 
sea. Forty-five years previously 
Ernest Shackleton’s gallant expe- 
dition had met with disaster 
attempting to negotiate a passage 
through that same ice. 

There were to be six other 
U.S. stations scattered through- 
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out the Antarctic, each with one 
medical officer. Several other 
nations were also setting up sta- 
tions on this ice-locked land 
mass the size of the U.S. and 
Canada together. 


Choosing the team 


I had felt some concern over 
the selection of the men for my 
station. We were to be the one 
station out of physical contact 
with the outside world for a 
period of thirteen months—and 
with no possibility of evacuation 


renal colic, to name just a few. 
Prior abdominal surgery, which 
inight make subsequent explora- 
tion difficult, also disqualified the 
candidate. Anyone with any skin 
disease or peripheral vascular 
disorder which might make him 
more susceptible to cold injury 
was also disqualified. Rare blood .~ 
groups were carefully paired. 
Next, with the help of a team 
of psychiatrists, we delved into 
the mental processes of our candi- 
dates. A high motivation was 
considered the prime requisite. 


even in dire emergency. The Individuals volunteering to escape — 
physical requirements had to be personal problems were turned aT» 
rigorous and surpassed those for down. There was to be no extra 
the submarine service. Any man financial remuneration so this : 
with a history of an ailment that never complicated the picture. 
might require major surgery was Candidates were selected from 
rejected. This included cases of seasoned, experienced, rated 
peptic ulcer, cholecystitis, and Navy men. 
During the years 1957 and 1958, now called the Inter- 
national Geophysical Year, over fifty nations undertook 
ABOUT | a concentrated and unprecedented study of man's physi- |}Setting 
cal environment. Part of this intensive investigation took } Early 
THE | Place at Ellsworth Station, Lat: 77° 42.9' S Long: 41° moored 
07.6' W, the United States base ‘in the Antarctic. Here |JEllswor 
AUTHOR the author, for a apace of 13 unforgettable months hy 
practiced medicine." Dr. Adib H. Barsoum, born in 
Cairo, Egypt, is a graduate of the School of Medicine, of a sm 
University of Alexandria, Egypt. He immigrated to the - a 
United States in 1955 and interned at the Mercy Hospital ick w 
(Chicago). He is currently Resident in Surgery at MacNeal Prag 
Memorial Hospital (Berwyn, Illinois). 
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Breaking the ice. Coast Guard Ice Breaker Westwind 


clears the way for the United States IGP team. 
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‘ook (§ Early in January 1958 we 


41° moored alongside the ice-shelf. 
fere Station, our home for 
‘ths, (athe coming year, was situated a 
in |pmile from the coast. It consisted 
ine, WO! 2 small group of buried huts 
the Peuilt over floating ice 800 feet 
hick which like a giant glacier 
Ongue was still attached to the 
polar ice-cap. Seven-eighths of 
he shelf was submerged. Pen- 
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guins waddled up to supervise 
unloading operations with a criti- 
cal eye, while seals basked in the 
never-setting summer sun. Killer 
whales lurked unseen beneath the 
thin sea ice, ready to pounce on 
any hapless men or beast who 
ventured on it. The weather was 
a balmy 28 degrees. 

The two ships had to offload 
and get out to sea quickly since 
the pack was closing in and 
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threatened to trap them. One ship 
had already suffered heavy pun- 
ishment going through the ice 
pack. 


Medical unit 


The station medical unit con- 
sisted of a treatment room, a one 
bedroom sickroom, a_ storage 
room, and the medical officer’s 
quarters. This was in the building 
occupied by the officer-in-charge 
and the chief scientist. I had a 
modern field x-ray unit, a dental 
unit, a laboratory unit, and a 
large amount of medical and sur- 
gical supplies. I was assigned a 
chief corpsman who was not only 
an operating room technician but 
a laboratory and x-ray technician 
to boot. He turned out to be a 
regular Jack-of-all-trades, a true 
Antarctic man. 

Since many items could not 
withstand extreme low tempera- 
tures, it was necessary to store 
them in the building and an 
emergency generator was kept 
there to guard against central 
power failure and the loss of 
valuable drugs. A substitute sta- 
tion was erected close to the main 
one and a duplicate dispensary 
was set up there. This was a 
necessary precaution in case the 
main station was destroyed by 
fire. A French station the pre- 
vious year had been destroyed in 
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this manner and the whole party 
had to be evacuated. Had this 
occurred in winter they would 
all have perished from the cold. 

The problem of a fresh water 
supply and sanitation was easily 
resolved. Fresh water was ob- 
tained by melting snow. Mechani- 
cal shovels poured clean snow 
down chutes into heated tanks 
and the water thus formed passed 
through a series of filters into 
large storage tanks within the 
buildings. Sewage was disposed 
of in large trenches under the 
buildings. It froze solid immedi- 
ately and created no further 
problems. 


Buried | 
Antarctica practice going o 
One of the main problems we | 
faced during the summer months | 
was insomnia. Many couldn't 
proble: 
sleep because of the constant day- | intl 
Wi 
light. Men would remain awake t 
emper 
for 48-hour stretches without I degree: 
any desire to turn in. Only meal} | 7, 
+ 68 
periods kept us aware of the Hum} 
umid 
passage of time. Eventually the probles 
men overcame this “big eye,” 
ith the help of mild sopori- 
some with the help of mild sopott- became 
fics. . sufferes 
Another complaint was a dry The 
hacking cough and frequent sore By. 
egligit 
throat which was caused by the equip 
low absolute humidity of the cold bate ha 
air with the subsequent drop in os 
relative humidity when the aif 
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Buried but busy. The smoke stacks of the buildings are the only clue to the activity 
going on under the ice at Ellsworth Station. In the background is the radar dome used 
to track down weather balloons. 


was heated in the buildings. This 
problem became worse during 
the winter months when air at 
temperatures as low as minus 70 
degrees below zero was heated to 
+68 F inside the buildings. 
Humidifiers partly remedied the 
problem, but there were always 


i those who had difficulty sleeping 


because of the dryness. We all 


} suffered from an inordinate thirst. 


The incidence of frostbite was 
negligible for we were all 
equipped with scientifically insu- 
lated clothing. A few first degree 
Cases occurred on exposed faces 
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but those healed with little treat- 
ment. 

A mild case of snowblindness 
was seen in a glaciologist who had 
to do surveying work with his 
glasses off. There was no residual 
retinal damage. 

Injuries consisted of minor 
lacerations, a rib fracture from 
skiing, and a herniated lumbar 
disc treated successfully with bed 
rest and traction. Even when a 
35-ton tractor fell into a 75 foot 
deep crevasse the driver and his 
companion miraculously escaped 
with only minor injuries. 


d 
ll 
> 

we | 
ths | 
in’t 
jay- 
ake 
out 
neal 
the 
the 
ye,” 
ori- 

dry 
sore 
the | 
cold ff 
yp in | 
> air 
139 


If winter's here . . 


A civilian scientist came down 
with an attack of malaria which 
he had contracted in the tropics 
the previous year. He was kept 
on a prophylactic course of anti- 
malarial drugs for the remainder 
of his stay. It seems odd now— 
malaria in Antarctica. 

Another man came down with 
ulcerative . colitis. Proctoscopy 
confirmed the diagnosis and 
steroids controlled the condition. 

My greatest worry was a case 
of ilio-femoral thrombophlebitis 
in one of our senior scientists. 
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. Clean, crisp medical dispensary. Over the bed, a glimpse of | 
spring pictured on wall of Medical Officer's quarters. | 


Fortunately, adequate amounts | 
of anticoagulants were available 
or it would have probably termin- 
ated fatally. 

One of the most aggravating } 
problems that came to plague me | 
was the loss of dental fillings. 
When cold air was_ inhaled} 
through the mouth, it contracted 
and thus loosened the amalgam. 
I replaced most of them as best } 
I could and filled in new cavities 
but in a couple of instances | 
was forced to extract badly cari- 
ous molars. Luckily—or rather, 
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thanks to someone’s foresight 
and good planning—a two-week 
course in dental emergencies 
taken prior to leaving the States 
partially prepared me for this 
unexpected development. 


Fatalities 


I was spared the tragic air- 
craft accidents, the fatal falls in 
crevasses, or through the sea ice 
that had occurred at other sta- 
tions. 

In two instances, I prepared for 
the worst: once, when one of our 
light ski planes was lost with two 
men aboard. We found them a 
week later on the escarpment a 
hundred miles away having run 
out of gas after getting lost in a 
blizzard. They had survived the 
minus 30 F temperature thanks 
to good survival training and they 
were none the worse for their 
experience. The second scare 
came when we received an order 
by radio to search for a lost 


e of | 


unts 
able 
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iting } Belgian team in a vast unexplored 
> area lying between us and a 
ings. {§ Belgian station a thousand miles 
aled Jf away. We were laying out fuel 


icted 
best 


depots to extend the range of our 
light aircraft when fortunately 
the team was located by overland 


vities |} Scarch parties from their own 
station. 

cari- As winter approached, we had 
ither, f§ day after day of magnificent sun- 
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sets, unequalled and nearly inde- 
scribable in their breathtaking 
beauty. The ice was suffused with 
delicate pastel shades and the 
wind created a weird lunar land- 
scape out of the shifting snow. 
Above all the absolute silence 
which descended at intervals on 
the vast landscape created such a 
sense of unreality that the mod- 
ern civilized world seemed re- 
mote and detached. 

The long winter night finally 
arrived; it was to last four 
months. Between the week-long 
blizzards there were intervals 
when the winds died down, the 
stars appeared, and we were 
treated to displays of aurora 
eustralis (southern lights) in 
startling colors. There were shim- 
mering draperies, flaming bands, 
radiating coronas, and multicol- 
ored arcs; all intermingling, vi- 
brating, expanding and contract- 
ing before our eyes. 

But winter also brought its 
problems, not all of them med- 
ical. Besides being medical offi- 
cer I was assigned certain addi- 
tional duties which included writ- 
ing the weekly press releases, act- 
ing as communications officer for 
a brief period, and finally as rec- 
reation officer. The latter task 
was one of combatting the de- 
moralizing effects of boredom and 
ennui during the long dark 
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On the beach. Actually, a traverse party from Ellsworth Station sets up temporary 
camp, another outpost in the expanse of ice and snow. 


winter months. Parties were or- 
ganized on every occasion and 
on no occasion. There was a well 
stocked library, a large collection 
of records, hobby materials to 
please every taste, pool table, 
shuffle board, table tennis, dart 
boards, a couple of electric 
pianos, a gym and a fresh movie 
for every day of the year. 

In spite of varied recreational 
facilities, the psyche reared its 
head. Sick calls increased to a 
record high during the early part 


142 


of the winter. Complaints ranged 
from headache and insomnia to 
gastrointestinal. troubles and 
vague aches and pains. Most of 
this was a somatization of re- 
pressed feelings. Before long 
each man had begun to realize 
the significance of living at close 
quarters with 39 other men of 
different personalities and tem- 
peraments. They began to learn 
to accentuate their virtues and 
minimize their faults and idiosyn- 
crasies in the interest of harmony 
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Take an “inside look” at 
a remarkable advance in 
topical steroid therapy 


Veriderm Medrol consists of Veriderm, a 
base closely approximating the composi- 
tion of normal skin lipids, and Medrol, 
highly effective corticoid. 

Topical use of Veriderm Medroi Acetate 
produces symptomatic relief and objective 
improvement of dermatoses, and at the 
same time aids in correcting dry skin 
conditions. Veriderm Medrol Acetate, less 
greasy than an ointment, less drying than 
a lotion, is indicated in atopic, contact, or 
seborrheic dermatitis; neurodermatitis; 
anogenital pruritus; allergic dermatoses. 


Available four formulations: Veriderm Medrol Acetate 
259 gram contains: Medrol (methyiprednisolone) 
Acetate 2 Methylparaben 4 mg.; Buty!-p-hydroxyben- 
zoate 3 mg.; in a skin lipid base composed of saturated and 
unsaturated free fatty acids; triglycerol and other esters of 
fatty acids; saturated and unsaturated hydrocarbons; free 
cholesterol; high-molecular-weight aicohol; with water and 
aromatics. (Veriderm Medrol Acetate 1% is also available.) 
For prophylaxis against secondary infection: Veriderm Neo- 
Medro! Acetate 0.25% — Each gram contains: Medroi (meth- 
yiprednisolone) Acetate 2.5 mg.; Neomycin Sulfate 5 mg. 
equivalent to 3.5 mg. neomycin base); Methylparaben 4 mg.; 
Buty!-p-hydroxybenzoate 3 mg.; in a skin lipid base com- 
posed of saturated and unsaturated free fatty acids; 
triglycerol and other esters of fatty acids; saturated and 
unsaturated hydrocarbons; free cholesterol; high-molecular- 
weight alcohol; with water and aromatics. (Veriderm Neo- 
Medrol Acetate 1% is also availabie.) 
Administration: After careful cleansing of the affected skin 
to minimize the possibility of introducing infection, a smatl 
2mount of either Veriderm Medrol Acetate or Neo-Medrol 
Acetate is applied and rubbed gently into the involved areas. 
Application should be made initially one to three times daily. 
Ince control is achieved — usually within a few hours — the 
uency of application should be reduced to the minimum 
cessary to avoid relapses. The 1% preparation is recom- 
ended for beginning treatment and the 0.25% preparation 
for maintenance 


Loc of Medrol Ace- 

tate or Neo-Medroi 's 
of the skin and in other cutaneous infections for which at 

ective antibiot ir apeu agent is not avail- 
for simultaneous application 
The se preparations are usually well tolerated. However, if 
S of irritation or sensitivity should develop, application 
sid be discontinued. If bacterial infection should develop 
1g the course of therapy. appropriate local or systemic 
antibiotic therapy should be instituted. 
Supplied in 5 Gm. and 20 Gm.-tubes. 
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and for their own emotional well 
being. 

By the end of the winter sick 
calls had become so rare that 
the medical officer found himself 
whiling away the time by hook- 
ing up volunteers to thermo- 
couples and conducting experi- 
ments on their tolerance to cold, 
the efficacy of the different types 
of cold weather clothing and the 
blood cellular changes during ex- 


posure. 
... And daybreak 


Summer brought a_ feverish 
renewal of activity. Trail parties 
fanned out into the trackless ice 
mass. New mountain ranges were 
discovered. New areas were ex- 
plored and mapped, and a wealth 
of valuable scientific data was 
accumulated. 

First aid kits had to be pre- 
pared and personnel indoctrin- 
ated in their use. I learned not 
to send aqueous solutions in 
glass bottles because they inevit- 
ably froze, expanded and broke 
the bottles. Rubberized materials 


became brittle and cracked or 
splintered in the cold. The col- 
loidal properties of plasma sub- 
stitutes became irreversibly alter- 
ed by freezing. I had to foresee 
the possibility of an accident sev- 
eral hundred miles away with no 
chance of quick evacuation to the 
station due to weather conditions. 

These and many other prob- 
lems kept me absorbed so that 
when an_ ice-breaker finally 
showed up in February 1959 to 
take us home, I felt I had spent 
an active, memorable and excit- 
ing year. 

With the arrival of the ship, 
an epidemic of common colds 
broke out among our groups who 
had not been exposed to outside 
infection for over a year. In spite 
of that, when we finally arrived 
home in April (after being locked 
in the pack for a month) we 


looked healthier, happier, and 


more relaxed than when we left. 
Several of the men have since vol- 
unteered for another tour on the 
ice. I am still fighting the im- 
pulse. . 
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Nationwide Su 
rent Use of Anticoagulants in 
Disease 


As reported in previous numbers of this 
series, Endo Laboratories received replies 
to its comprehensive Anticoagulant Survey 
from a total of 10,016 physicians across the 
nation. Among the questions asked were— 
Are you now using oral anticoagulants for 
cerebral thromboembolism, cerebral arteri- 
osclerosis, or “little strokes”— therapeuti- 
cally, prophylactically? Without regard to 
the anticoagulant chosen, 14.4% of physi- 
cians reported use of oral anticoagulation 
in therapy of cerebral arteriosclerosis, 
27.9% in little strokes, and 46.9% in cere- 
bral thromboembolism. Anticoagulation 
was used prophylactically as follows: 10% 
in cerebral arteriosclerosis, 16.8% in little 
strokes, and 21.2% in cerebral thromboem- 
lism. 
Comparison of usage was also made among 
the 61.4% of reporting physicians prescrib- 
ing Coumadin® most often and the 27.6% 
using Dicumarol®. (The remainder used 
indandiones [1.9%] and other anticoagu- 
lants.) The following graph shows the 
application of the leading anticoagulants 
therapeutically in cerebrovascular disease: 


Cerebral 
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General Practitioners Specialists 
Dicumarol 
(bishydroxycoumarin) 


Physicians Using Oral Anticoagulation 
Therapeutically in Cerebrovascular Disease 


Specialists Lead in Therapeutic Application 
of Anticoagulants 

The analysis of the data presented in this 
survey indicates that 57% of the cardiolo- 
gists and internists prescribing Coumadin 
—the most frequently prescribed oral anti- 
coagulant—and 42% of the general practi- 
tioners used the drug therapeutically in 
cerebral thromboembolic disease. It is also 
noteworthy that 39% of the specialists used 
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Arteriosclerosis 
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Coumadin® 


(warfarin sodium) 


la 
COUMADIN® 


the proven anticoagulant for long-term maintenance 
FOR ORAL, INTRAVENOUS OR INTRAMUSCULAR USE 


Another pe 


@Endo Laboratories inc., 1961 


It has been estimated that there are 
2,000,000 people suffering from vascu- 
lar disease of the brain in the United 
States,! and that each year at least 
500,000 persons are incapacitated by 
some kind of cerebral accident.? Wi 

the advancing age of our population, 
i is likely to increase, 


Coumadin in therapy of “little strokes” as 
compared with 22% of the general practi- 
tioners. Less frequent was its use as part of 
the therapy of cerebral arteriosclerosis— 
18% among the specialists and 12% among 
the general practitioners. 

Anticoagulation was used less often for 
prophylaxis than for therapy of cerebral 
thromboembolism, little strokes, or cere- 
bral arteriosclerosis, as shown in the fol- 


lowing graph: 

Cerebral 

Thromboembolism 279 198 
107 


Cerebral 
Artenosclerosis 
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“Little Strokes” 
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Physicians Using Oral Anticoagulation 
Prophylactically in Cerebrovascular Disease 
Indications According to Recent Clinical 

Reports 

It is generally agreed that anticoagulants 
help to minimize the occurrence of attacks 
in patients with transient ischemic epi- 
sodes,3-6 which are “far more common than 
was previously suspected.”3 In addition, 
anticoagulation is advocated in the slowly 
evolving stroke,5-7 i.e., “slow-onset” infarc- 
tion. The value of long-term anticoagula- 
tion in cerebral embolism appears well 
established.3 Similarly, in completed cere- 
bral infarction, such treatment can mini- 
mize recurrences and reduce the mortality 
rate.8 The findings of Thomes suggest that 
“there is no time when it becomes safe to 
discontinue anticoagulant therapy.” 


1. Meyer, J. S.: Am. J. Med. 30:577, 1961. 
2. Kuhn, R. A.: Current M. Digest 28:51, 1961. 
3. Groch, S. N., and Wright, |. S.: Circulation 
23:458, 1961. 4. Siekert, R. G.; Millikan, C. H., 
and Whisnant, J. P.: J.A.M.A. 176:19, 1961. 5. 
Carter, A. B.: Neurology 11:601, 1961. 6. Mar- 
shall, J.: Ibid. 11:139, 1961. 7. Groch, S. N.: 
Ibid., p. 141. 8. Thomes, A. B.: Minnesota Med. 
42:1587, 1959. 
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young MDs gradually be- 


came a nightmare. Com- 


bining their private prac- Partnershi 
tices, they soon discovered [) ti 


that office overhead, new 


equipment, staff expenses 
and the inequity in the ractice | m 
oO 


amount of income each 


What started out as a . 

dream plan for three 3-Man p 
d 

Pp 


brought into the partner- in 
ship had caused a serious that “i 
of 


change in their relation- 


ship with each other. In | 
less than a year, the part- al iz to 


nership started to crack. 
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This personal account of the split-up 
of a three-man partnership, 
which began in RESwENT PHYSICIAN 


last month, is concluded in this issue. 


The first hint of a break-up came when we began to get 
a “corporate vision” of our practice. We all began to think 
of our offices and staff as a unit which should be able to 
produce income. The trouble was, only one of the partners 
did anything about it. He began to drive, in his own 
practice, for a high volume of tests, lab exams, x-rays, etc. 
This wasn’t the way we’d started out to practice. 

So now there was a basic conflict in professional at- 
titudes, one which had not been evident when we first 
formed our partnership. 

The income inequity, due to Bob’s drive, became 
greater—and the greater it became, the more Bob’s de- 
mands increased for time off, entertainment benefits and 
other advantages—none of which had been spelled out 
in our contract. 

We made compromises. In each case, Joe was the one 
who suffered since he was “low producer” among the three 
of us. He slipped into the status of a junior partner, 
contrary to our plans at the beginning. Thus the whole 
idea of a joint and equal partnership practice had started 
to evaporate. 

We were tense now. Not easy and informal with 
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each other. Finally it got to 
the point where each of us 
resented the others seeing our 
patients. This was because of 
—of all things—our bookkeeping 
setup. 

Our books showed pretty much 
what each man was contributing 
to the office. If it showed that 
one was only contributing so 
much one month, the others 
might come up with “Look, you 
didn’t do it last month, therefore 
you should work an extra two 
nights.” Once it got to that point, 
it was just ridiculous. 


Patients 


As might be expected, we had 
the usual complaints from pa- 
tients who said we were making 
ourselves unavailable, that we 
were becoming big shots and they 
didn’t like this arrangement and 
they felt that the patient-doctor 
relationship was the most impor- 
tant thing in the practice of med- 
icine and we were destroying it. 
When they called at night, they 
didn’t want Dr. So and So, they 
wanted you. 

Trying to explain that no doc- 
tor can work 24 hours a day 
didn’t have any effect. When 
they called and didn’t get you, 
they felt that you were delib- 
erately trying to avoid being 
found. And these same com- 
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plaints came to each of the three 
of us. 

Yet, most of our patients ap- 
parently thought it was a good 
idea when we first decided on a 
partnership. The reception to it 
was good. We of course had 
brought out all the good points 
to those who were interested. | 
had told my patients that there 
would always be someone on 
call; when I was on vacation they 
would have a man who knew 
their case and had access to their 
complete record—not the usual 
type of coverage. 

I also stressed the availability 
of consultation: “Here you will 
have not one brain but three.” 
We had felt that it would be nice 
to sit around and go over our in- 
teresting cases together, drawing 
on the best cases for discussion. 
That’s one of the real advantages 
of partnership in a profession. 

Of course, we knew when we 
started into this that there were 
certain patients who would never 
be satisfied not to be seen by 
their own doctor. Many patients 


form a very strong personal re- atch 
lationship, and in their mind you 1 “a 
are the only man who can take children 


care of them. We felt however, 
that some could be convinced 
and won over to the partnership 


arrangement once they realized} Tye» 
how effective it was. TYLEN 
For adu 
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antipyretic / analgesic 
™ He’s the same young patient who was feverish and listless yesterday—Tylenol 
quickly brings fever and discomfort under control. 


_ Tylenol is safe, exceptionally free from side effects’*...well tolerated by 
take children.’ 


ever, 

need AFTER T&A, the gentle antifebrile-analgesic action 

rship of Tylenol reduces restlessness, aids recuperation. 

lized TYLENOL ELIXIR—120 mg. (2 gr.) per 5cc.; 4 and 12 fl. oz. bottles 4, Connely, D.A.. and Ritter, 


TYLENOL DROPS—60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with 
calibrated droppers a Pediatric Antipyretic- 


For adults and older children: TYLENOL TABLETS—5 gr. (300 mg.) _faosane1a2t{Asrtnnrese: 


ysiclan 2. Mintz. A.A.: Management 
McNeil Laboratories, Inc., Fort Washington, Pa. (January) 1055." : 
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Deciding not to worry and take 
our chances, we found we lost 
some and won some. But after 
the bookkeeping setup became 
the strong factor, that is, how 
much income each of us “pro- 
duced,” this sharing of patients 
was abandoned. 


Expenses 


Coloring all our actions was 
the basic problem of meeting 
tremendous expenses. We had a 
really heavy weekly payroll. And 
we were shocked when the bank 
sent us our quarterly notice of 
insurance plus Social Security 
which was due. Also, there was 
workmen’s compensation, sick- 
ness and disability, liability and 
so forth. This plus a tremendous 
increase in our overhead. Every- 
thing did not triple as you would 
expect when three combined into 
one, but quadrupled and quin- 
tupled. 

Our drug bills became very 
high, whether we used up more 
or what I don’t know. Costs of 
x-rays were high and phone bills 
were running $400 a month. But 
it was pretty obvious that we 
weren't making much money, 
even with a wonderful set-up and 
with greatly increased growth in 
practice. As a matter of fact we 
were making a good deal less in 
net income than we had as in- 


dividuals—and it was a very 
tight situation. 


Taxes 


But we understood that once 
we got our bills paid and our 
debts began to ease that our net 
would gradually pick up. And we 
agreed to hold out. But the point 
was obvious as time went on, 
that we were working hard, and 
making on paper at least, a lot of 
money, but we were not doing 
that well. We were just paying 
our debts and many months we 
scraped. 

Of course, we were hit with a 
tremendous income tax by virtue 
of the fact that we were paying 
taxes on money which we never 
saw—which was another point 
not apparent before. 

We had to pay taxes on nearly 
all this money we were paying 
for equipment. When you think 
about it, it’s obvious, but it was 
not obvious to us when we wenl 
into this. We never saw any ol 
this money; it came into the office 
and immediately went to th 
bank to pay our loans. Yet this 
was all taxable income. So ta\ 
period rolled around and in ad- 
dition to paying living expenses. 
I had to borrow money and Jo 
had to borrow money to pa) 
taxes. This added to the tension 
between the three of us. 
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ry The financial problem was a Of course, what had happened _ 
great one, there’s no question was the mutual coverage, which 
about it. Very great. Perhaps we was supposed to be such a a 
should have understood that this wonderful advantage of partner- . 
ce was going to happen. ship, had gone down the drain. 
yur Then, the inequities that I Bob felt that he was busy enough 
net mentioned before relating to in- and that he was not going to see ag 
we come coming into the office be- my patients, and he saw no rea- 
yint came much more important; son for seeing my patients. And . 
on, Bob’s demands became magni- Joe, who should have been see- 
and} ~—fied—became important. And the ing them, at this point was being % 
tof little things, which we had always so hounded by Bob primarily, | 
ing} agreed we would have no trouble and I suppose by me, too, that F 
handling, became problems. he started to get slightly paranoid 
we The remarks, backbiting around about the whole thing, resenting : 
the office and pushing for extra the fact that everything was being 
thal’ advantages by each of us, rapidly sloughed off on him. Yet, when 
irtue} moved our situation to the point we would get together, the argu- 
ying} where it was only a question of ment was there that “look I’m a 
ever} time as to how long our partner- doing more and bringing more "% 
oint} ship would last. money into this office therefore 
I want more time off and I figure 
that I should have greater bene- 
aying At about this time, my turn fits” and, “Joe you are doing less a 
think} came for a vacation. When I got ang you should be doing this | 
t wal back, my desk was loaded with covering and also be building 
wenl messages to call so and so, and your own practice.” The fallacy, 
ny off so and so, etc. of course, was that Joe could 
office I don’t know why, but it sO never build a practice because we - 
> the} happened that everyone I spoke weren't letting him do it. So it . 
st this§ to did nothing but complain. was perfectly clear to Joe that 
30 tail They didn’t like the man who > 
in ad was covering for me, or the man RFs Es 
yenses§ said he was “too busy and 
nd couldn’t come” to see them; there Ae. 
was one complaint after another, or AY 
tensiol and quite frankly at this point I 
just exploded. 
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No. 2 in a descriptive series on Abbott specialties 


New oral antianemia 
therapy can be given 
‘on empty stomach 


Delivers 88% of its controlled release iron 
after first half hour, for less gastric irritation 


In view of factors which adversely affect iron absorption, it has been said: 

. therapeutic iron should be given on an empty stomach.”' But, in the 
past, this often meant side effects such as nausea, abdominal pain, 
diarrhea or constipation, and even heartburn. 

Iberet solves this problem by a smoothly controlled release of most of 
its iron content after it leaves the stomach. Most of it is released where it 
can do the most good: in the intestinal tract. This reduces the incidence 
and severity of gastrointestinal upset without impairing therapeutic efficacy. 

Iberet provides its ferrous sulfate in Gradumet” form, so that it can be 
given at any time of day or night, even on an empty stomach. 

Therapeutic B-complex plus vitamin C are added to the Iberet formula to 
obtain maximal hematopoiesis in the shortest possible time. 

Just one Iberet a day supplies potent antianemia therapy—or about the 
same hemoglobin response as ferrous sulfate given two or three times a day. 


Announcing IBERET.... 


JUST ONE DOSE DAILY PROVIDES: 1. Woodruff, C. W., “Iron”: Borden's Review of 

Controlled-Release tron | 

*Ferrous Sulfate, U.S.P.. . 525 mg. 
(Elemental lron—105 mg. ) 

Plus therapeutic B-Complex 


Filmtab—Film-sealed tablets, Abbott; 
U.S. Pat. No. 2,881,085. 
Gradumet—Controlled-release form, Abbott... 


Cobalamin (Vitamin Byz)........... 25 mcg. 

30 me. and Controlled-Release.Iron, Abbott. 

Pyridoxine Hydrochloride controlied-release dose form. 

Calcium Pantothenate......... 

Plus Vitamin C 
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he couldn’t build a practice, nor 
could he satisfy Bob as far as 
money-making was concerned. 


Pressure 


After vacation, when I started 
getting complaints, I became 
quite unhappy with just the gen- 
eral tension of the office, some- 
_ thing that had never bothered me 
in solo practice. I had had a very 
relaxed office; my nurse who had 
been with me for years was no 
longer as relaxed, she was under 
pressure—and the whole general 
office setup was becoming very 
uncomfortable. It is a horrible 
thing when you walk into your 
office and don’t feel right and 
comfortable. 

I felt that either we were going 
to make this thing work and try 
to get back on some sort of an 
equitable basis or else we were 
going to have to dissolve it. 

Bob and I discussed the situa- 
tion by ourselves first. He felt 
that Joe had a personality prob- 
lem and that the patients didn’t 
like him. He saw no hope for it 
and felt that Joe was riding a 
gravy train and wasn’t contrib- 
uting his fair share. This in spite 
of the fact that Joe was working 
nights. You see, you can charge 
around making night calls but 
this doesn’t show much in in- 
come. And unfortunately, with 


154 


Bob everything was reduced to 
dollars and cents; everything that 
went down in the books was dol- 
lars and cents, nothing else. It 
was pretty obvious that we had 
had enough of this. And at this 
point I was no longer willing to 
compromise in any way, we 
might as well arrange to break 
it up. 

We next had a meeting with 
Joe and discussed it with him. 
He was the one who was actually 
hurt by this because he was left 
in a heck of a predicament. His 
practice hadn’t developed at all. 
And though he felt he didn’t 
want the partnership to break up, 
he had had enough of the back- 
biting that went on and was tired 
of being a stepchild. 

So we agreed to hang on until 
the partnership, now seven 
months old, had run for a year. 
Then we would dissolve it. Actu- 
ally, we didn’t last it out. 


Inferior medicine 


Perhaps you’re wondering if 
each of us might not have looked 
upon the others as having been 
bad doctors, practicing an in- 
ferior brand of medicine—and 
that this was an underlying prob- 
lem. This wasn’t so. Sure, we had 
a personality problem. Bob 
wanted to make a million dollars 
—and he may very well do it on 
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PHYSICIANS PRESCRIBE 


CHLOROTHIAZIDE 


' more often than any other diuretic 


“Twoadditional years’ experience in treat- 
ing patients with toxemia has served to 
re-emphasize our preliminary impression 
that chlorothiazide is the most effective 
and least toxic agent available.” “. . . its 
greatest asset lies in the fact that it can 
be administered continuously without the 
development of drug resistance. We feel, 
therefore, that chlorothiazide should not 
only be given at the first sign of toxemia, 
but should be instituted at the first pre- 
natal visit of ~~ who are candidates 
for toxemia. 


Finnerty, A., ‘In Edema Mechanisms and Man- 
] on Salt and Water 
Retention. Edited by J.H. _ Moyer and M. Fuchs. 833 
pp. Philadelphia: Saunders, 1960, pp. 469-470. 
Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


® 


Ss MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 
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his own. But I’m not criticizing 
at all his medical practice. Bob 
wanted complete tests, x-rays, 
bloods, BMR’s, EKG’s, the 
works. Yet, none of these things 
can be criticized in the sense that 
certainly you may see a patient 
who has some blood in the stool 
and you sigmoidoscope him and 
you find internal hemorrhoids 
which are bleeding. Now it be- 
comes a matter of opinion 
whether you go ahead with a 
barium enema. 

Whereas I might say the source 
of bleeding here is obvious and 
there is nothing that would in- 
dicate the need for a barium 
enema, someone else could say 
that to be absolutely thorough, a 
barium enema was needed. These 
are points in my judgment that 
are very tenuous. True it is very 
easy to make another $35. But 
you have to be pretty unusual to 
call this poor medicine. Because 
it is more profitable, it is not bad 
medicine. 

So as to the type of medicine 
that we practiced, we were in- 
dividuals, well trained and ex- 
ercising individual judgment. 

Only a few weeks more had 
passed before we finally agreed 
on what the next step would be. 
We would end the partnership 
agreement by mutual consent. 
But, since we still had the lease 


on the offices we agreed it would 
be best to go along on a shared 
facilities basis, for a while at 
least. 

This new arrangement meant 
that our income would be main- 
tained separately by each of us. 
Our bills would be divided ac- 
cording to our use of materials 
and facilities, and we would keep 
a receptionist and a technologist, 
as well as one nurse. On x-rays, 
costs would be prorated accord- 
ing to the work each man did 
and drugs and other supplies 
were to be ordered and inven- 
toried separately by each of us. 


Patients 


We notified our patients that 
we were maintaining individual 
practices. Actually, most making 
any comment on this change— 
and few commented—appeared 
happy with the new plan. In their 
eyes each doctor was now avail- 
able full time for his own prac- 
tice. And since we are available, 
of course we don’t get the time 
off we did under the partnership. 

Since we hadn’t gotten to- 
gether with our families on a 
social basis too much, there 
never was any problem as far as 
our wives were concerned. They 
of course know each other—but 
the relationship has never been 
so close that they joined forces 
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on our practice problems and in- 
fluenced any decision. 

They are just as friendly with 
each other as before. Somehow, 
women seem to live through 
these things with far less involve- 
ment than men. Of course, they 
really didn’t get involved—and 
that was a good thing. 

Now what will happen? Will 
we go on like this? Well, some 
changes will occur. More staff, 
probably. But it is possible we'll 
move out one by one, too. I just 
don’t know. 


Postmortems 


Postmortems are never fun. 
And when you’re the cadaver, it’s 
unpleasant. But since the object 
of my telling this is to help you 
who may consider a partnership 
one day, this CPC may help. 

Looking back, each would-be 
partner should clearly express his 
interest—financial, social, profes- 
sional, philosophical. That’s most 
important. If there is an obvious 
conflict in goals, call it off. 

I felt we would sacrifice for 
the first three years, perhaps end 
up with a 10 per cent increase in 
net income—but more important, 
have more time off, plus consulta- 
tion. But, as it developed, these 
ideas were not shared by my 
partners. 

Secondly, we overshot our- 
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selves. Financially we were in 
over our heads right from the 
start. We counted on x-ray in- 
come, but it didn’t develop. 

So I would say, don’t overload 
yourself with equipment that will 
put you in debt. Get the best 
setup eventually, but don’t try 
doing it all at once, because you 
will be terribly shocked at the 
expense—and taxes. 

This, of course, pertains to the 
financial relationship of the part- 
nership, out of which can grow 
many ills, and which is very im- 
portant. 


Personality 


But still, the basic problem, 
let’s face it, is personality. You 
can sit down with a guy and at 
the time see no possible source 
of conflict. But as things start to 
work out, bang! There it is. And 
how some of these partnerships 
go along, resolving conflicts, I 
don’t know. There might be three 
people who are of exactly the 
same temperament, and who just 
happen by fortuitous circum- 
stance to get together, and there’s 
no problem they can’t settle be- 
cause they all feel the same about 
it. But it would be luck, it seems 
to me. 

We studied this thing from top 
to bottom; we weren’t going to 
make any mistakes. We analyzed 
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everything except the financial 
aspects. That’s the place where 


we didn’t have a detailed plan. 


Taxes, income, salaries, sched- 
ules, rates, equipment purchases, 
all the way down the line as an 
accountant would run it—this un- 
doubtedly would have helped. 
And this was a surprise, no ques- 
tion about it. We were impulsive, 
and that certainly was a mistake 
we made, not getting a detailed 
analysis. 

Yet, you see, we could have 
overcome that, because after all, 
the gross potential was there, 
providing payments were ade- 
quate. Incidentally, I didn’t men- 
tion this but fee payments were 
slow coming in, much slower than 
in solo practice. Maybe patients 
had a corporate view of our 
setup, too. This may have hurt 
our chances. 


Again? 


Would the advantages that 
were potentially inherent in a 
partnership cause me to consider 
doing this again within a year 
or two? I ask this question be- 
cause I was probably the most 
enthusiastic of the three of us 
about partnership practice. Now 
this break-up hurts—don’t think 
it doesn’t. So I’m sure I will 


certainly be wary because of this 
experience. 

I think the best arrangement 
a physician can make when he 
gets to the point where he’s rela- 
tively busy and wants some help, 
is to find a young fellow in the 
area to come in—at first just to 
cover weekends. There is always 
someone new coming into the 
area who wants such an opportu- 
nity—and needs it. 

As for a mixed group, I don’t 
think I would be interested. If a 
fellow starts off in a group, it’s 
fine. But if he’s used to being on 
his own, as I am, I think the 
adjustment would be pretty 


rough. 
Mistakes 


Probably what I have said will 
have very little effect on someone 
else, a resident or intern who has 
his dream setup just beginning to 
form in his mind. I suppose you 
are always convinced that you 
can evaluate; that’s what you are 
saying to yourself. 

Well, we knew what we 
wanted, we were all adults, we 
weren’t going to make any mis- 
takes. 

But we did. 

And I hope you will be able 
to profit by them. 
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URGENT TASKS 


CONFRONTING MEDICINE 


committed to the career earlier, 
in some cases, in high school, 
certainly by freshman year in col- 
lege, and, if faculties of arts and 
sciences and of medicine could 
get together effectively, a blended 
course of general and professional 
education could be offered which 
would permit graduation in medi- 
cine in six, or seven, years after 
matriculation at the freshman 
level. Such shortening could be 
accomplished by pruning the 
medical curriculum of non-essen- 
tials, eliminating duplication be- 
tween the arts and sciences pro- 
gram and the medical program, 
and by better integration and cor- 
relation throughout; integration 
vertically, as well as horizontally. 
I believe that such a combined 
program would attract more stu- 
dents, not alone by saving them 
both time and money, but hope- 
fully by making more sense than 
the present fragmented affair, 
and by providing more meaning- 
ful goals and more powerful 
stimuli. 
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Continued from page 75 


Another suggestion for in- 
creasing recruitment of medical 
students is to entice more women 
into medicine. Some countries, 
notably Russia, have a very much 
higher percentage of women in 
medicine than do we. From my 
own experience in this matter, 
which goes back at least to the 
middle twenties when we began 
taking women interns on the 
Medical Services of the Massa- 
chusetts General Hospital, | 
have formed the opinion that 
women are as capable of becom- 
ing fine physicians as are men, 
and that we should welcome as 
many well qualified ones as we 
can get. It should be pointed out, 
however, that women who raise 
families may not be able to give 
enough time to medicine to jus- 
tify the costly education which 
they have received. This presents 
a dilemma, which I will not at- 
tempt to resolve. The fact that 
President Kennedy has chosen a 
woman to be his personal physi- 
cian should be a strong fillip to 
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the recruitment of women for 
medicine. 


New curricula 


Also bearing on the problem 
of making medical education 
more appealing, and at the same 
time, more efficient, is a proposal 
by David D. Rutstein,"' Profes- 
sor. of Preventive Medicine at 
Harvard, which has become in- 
terestingly controversial. “The 
medical schools,” says Rutstein, 
“since the Flexner Report (1910) 
have pursued a policy which fa- 
vors the education of experts, 
i.e., scientists and _ specialists, 
rather than general physicians.” 
This is all right, we need such 
people, the very best obtainable, 
but we also need well trained 
general physicians in far greater 
numbers, and our medical schools 
are falling behind in producing 
them. “A possible way out of 
this impasse,” Rutstein believes, 
“is to follow the lead of schools 
of technology, such as M.I.T. 
They have recognized that the 
educational needs of the physicist 
and the engineer are different. 
Although students entering these 
fields may start off together, their 
curricula diverge.” This is not to 
say that one is inferior to the 
other. “In medicine,” Rutstein 
continues, “a similar program is 
possible. Two curricula can be 


162 


designed—one for research work- 
ers, specialists, and the other for 
general physicians.” I must con- 
fess to seeing considerable virtue 
in Rutstein’s proposal, but Dana 
W. Atchley,’? of Columbia, fears 
that it would lead to a segrega- 
tion of sheep from goats, so to 
speak, and that Gresham’s Law 
would soon apply. He prefers 
that we only aim at producing 
sheep, and would sooner sev part 
of the community get on without 
medical services than be cared for 
by the goat-type of doctor. If his 
premise is correct, I would have 
no disagreement with him, but | 
do not believe that it follows that 
Rutstein’s two-curricula proposal 
would inevitably lead to a sheep 
and goat product. I think the 
product could all be of sheep, but 
of two different kinds of sheep. 
All students could be given the 
best possible education for what 
they are going to do, but what 
they are going to do will fall 
into categories with different 
educational requirements. 


First rate eare 


This much will have to do on 
the problem of increasing the 
supply of doctors. Let us now 
approach the problem of how can 
their services be used most 
efficiently, economically, and ex- 
pediently. What is the best way to 
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bring first rate and up-to-date 
medical care to all of our people 
—best that is to say for the 
people? To any detached viewer 
it will be at once obvious that 
solo practice, fee-for-service, free 
choice of physician, is not the 
answer—at least in our present 
culture. 

Under such a system, and with 
doctors getting in even shorter 
supply and therefore enjoying a 
sellers’ market, fees may be 
expected to rise in accordance 
with the economic law of supply 
and demand. If medical care were 
a commodity which, if forced to 
do so, we could safely go without, 
then the market mechanism would 
be a satisfactory method of 
distributing it. But medical care 
is not a commodity; it is, as stated 
before, a professional service, the 
benefits of which are needed by 
all, and to which according to our 
prevailing social and ethical phil- 
osophy all people are entitled, 
whether they can pay its costs or 
not. The situation is comparable 
to that of public school education. 


Costs 


Medical care, of course, in- 
cludes many more services than 
those of physicians and surgeons; 
the costs of hospitalization, for 
instance, nursing, social service, 
and other paramedical services, 
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the cost of drugs, many of them 
probably unnecessary, and a vari- 
ety of appliances. All of these 
costs are skyrocketing in an 
alarming way. What portion can- 
not be paid for by the patient has 
to be paid by government sup- 
ported or voluntary agencies of 
one sort or another. 


Availability 


Not only does the increasing 
relative scarcity of doctors make 
professional services more expen- 
sive, but it makes it progressively 
harder for patients to obtain them. 
It is harder than it used to be to 
see a doctor, or to get him to see 
you. This does not necessarily 
signify any flaw in his professional 
conscience; it may be merely an 
indication that he is overworked. 
There can be no doubt that many 
practicing doctors, because of 
their inadequate numbers and 
their antiquated methods of prac- 
tice are overworked. And if over- 
worked, they become fatigued. 
like anybody else, and if fatigued, 
the quality of their work can 
decline. 

Poor geographic distribution of 
doctors presents another problem 
—there are probably not too 
many anywhere, but the scarcity 
is greater in some areas than in 
others. Planning to provide better 
distribution, both of total number 
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of doctors in any locality, ana 
also of the ratio of generalists to 
specialists, is on the whole, but 
in its infancy. 

Planning for the location of 
hospitals so that in any wide area 
their facilities may be available 
to both patients and doctors alike, 
in relation to actual need, is also 
very important. 

Organization for medical care, 
therefore, would seem to be in 
order. In a national health serv- 
ice like Britain’s, organization for 
medical care is of the essence. 
Far too much so, doubtless would 
be the comment of many Ameri- 
can doctors. But we may ask, can 
we do something of the sort by 
voluntary effort? At least we can 
try. 

To date it would seem that the 
most promising approach in the 
United States is through some 
form of voluntary group practice. 
Some progress has been made in 

this direction already. At the 
meeting of the APhA at San 
Francisco last November, the 
results of a nationwide survey of 
group practice in the United 
States by the NIH was presented 
by Dr. S. D. Promrince, director 
of the survey.’* Some significant 
points emerged. For example, 
between 1946 and 1959, there 
had been a threefold increase in 
the number of practice groups. 


At the present time there are 
about 200,000 MDs in the United 
States and over 10,000, or five 
percent of the whole, are prac- 
ticing in groups. It is a growing 
movement. The growth is faster 
in some parts of the country than 
in others. When the number of 
doctors in full-time group practice 
is related to that of solo practicing 
physicians, the highest concen- 
tration of group physicians, 18 
percent of the total, is found in 
the block of seven North Central 
states, and the lowest in the states 
along the Eastern seaboard from 
Maine to Florida—the conserva- 
tive East! 


Report 
To quote the Pomrince Report, 


“The predominant activity of [ 


medical groups is the provision of 


general medical care (as distin- | 


guished from referral work or 


diagnostic only.)” The groups | 


have both generalists and special- 


ists among their number. Patients | 


have one of the generalists as their 
personal physician, and the spe- 
cialists in the group are chosen to 


represent those specialties most | 


commonly needed. Such groups 


have their own clinic or office f 


facilities, and they must have 
access to proper hospitals where 
they can continue in charge 0 
hospitalized patients. 


Resident Physicia" 


to th 
latior 
lost. 

this 

point 
that 
offer 
hour, 
Some 
for-se 
lected 
put ii 
doctor 
to by 
group: 
ment, 
scribir 
fixed 
Blue ¢ 


Novem] 


] 
ady 
He: 
Ne\ 
pra 
out 
half 
stea 
que: 
med 
gene 
its 
med 
scutt 
unsu 
M 
recte 
chief 
| 
166 


sicial 


Perhaps the most distinguished 
adventure in group practice is the 
Health Insurance Plan of Greater 
New York, which is a chain of 
practice groups scattered through- 
out all its boroughs. It has over 
half a million subscribers and is 
steadily growing. There can be no 
question that it gives high grade 
medical care and that there is 
general satisfaction among both 
its patients and doctors. Several 
medical societies have tried to 
scuttle it, but thus far have been 
unsuccessful. 

Much criticism has been di- 
rected at medical practice groups, 
chiefly by conservative doctors, 
to the effect that the personal re- 
lation of doctor and patient is 
lost. It can easily be shown that 
this is not so, and it can be 
pointed out in favor of groups 
that in present day society they 
offer the only dependable 24- 
hour, 365-day-a-year coverage. 
Some groups still work on fee- 
for-service, but the fees are col- 
lected by the administrative office, 
put in a kitty from which the 
doctors are paid salaries agreed 
to by the group itself. Other 
groups have achieved prepay- 
ment, meaning that their sub- 
scribing patients pay an annual 
fixed premium, and together with 
Blue Cross or its equivalent, get 
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budgetable prepaid comprehen- 
sive medical care. 

Doctors of the present gener- 
ation are apt to be strongly op- 
posed to working on salary, but 
I would like to point out that 
doctors working full time for 
universities or governments are 
paid by salary, also doctors serv- 
ing full time in the practice 
groups which are on prepayment. 
Many other professionals, teach- 
ers, college presidents, clergy, ana 
others are paid by salary. Why 
not doctors? Doctors should be 
well paid because they have in- 
vested much in their education 
and have acquired considerable 
skill, but if they really love medi- 
cine and are in it for its own sake, 
they can be happy on salary. In 
all probability, as practice groups 
increase, and solo practice dwin- 
dles, the great majority of doc- 
tors will be on salary. This will 
be one of the adjustments that 
will be required of the medical 


profession by the type of world 
we face. 


Research 


There are a great many varia- 
tions of the group practice prin- 
ciple, and these as they function 
are on trial before the people. 
One can even say that the whole 
movement is a great experiment 
of the sort which I believe the 
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medical profession is morally ob- 
ligated to make. It must be will- 
ing to do research, and make ex- 
plorations in the educational, ad- 
ministrative, social, and economic 
areas of medicine, no less than in 
the biologic. 


Special fields 


In the biologic areas, as a 
matter of fact, research is doing 
very well. That is why, impor- 
tant as it is, I haven’t had more 
to say about it in this particular 
lecture. It is at the moment in 
happier case than either practice 
or teaching. There has been since 
World War II an incredible ex- 
pansion in funds for the support 
of research, both from govern- 
mental and private sources. The 
chief problem becomes that of 
finding people who show special 
promise of being able to do orig- 
inal and creative research. When 
found they should be supported 
generously and given great free- 
dom to follow their lines of 
inquiry as their own scientific 
imagination directs. They must, 
of course, at any time have access 
to enlightened criticism. 

There are many special and 
new fields of medicine which 
urgently need to be advanced, 
such as occupational, industrial, 


environmental, rehabiliative, and 
social medicine, but unfortunate- 
ly, there is not time to discuss 
these now. Instead, in closing I 
will mention but one, namely the 
psychiatric. 

The provision of psychiatric 
care at the present time is singu- 
larly inadequate from the com- 
munity point of view. There are, 
in the first place, not nearly 
enough psychiatrists, and those 
that we do have are sometimes 
too doctrinaire to be useful on a 
community-wide basis. The psy- 
choanalytical technique, un- 
doubtedly a powerful instrument 
for exploring the human mind, is 
too costly in both time and money 
to have application to more than 
a handful of highly selected pa- 
tients. More expeditious methods 
of supplying our huge number of 
neurotic persons with psycho- 
therapy will have to be made 
available, and for our appalling 
number of major psychotics, 
something better than locking 
them up in mental hospitals will 
have to be developed. 

There are thus plenty of urgent 
new tasks for you to sink your 
teeth in. I wish you all success 
in undertaking them. 


I thank you. 
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Osler Said This... 


BOOKS ARE NOT ENOUGH 


The very marrow and fatness of books may not suffice to save 


a man from becoming a poor, mean-spirited devil, without a spark of 


fine professional feeling and without a thought above the sordid 


§ lo study the phenomena of disease without books is to sail an 
uncharted sea, while to study books without patients is not to go 


issues of the day... 


ato sea atall... 


In what may be called the natural method of teaching the student 
begins with the patient and ends his studies with the patient, 
using books and lectures as tools, as means to an end. 
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WILLIAM OSLER, M.D., 1849-1919. 
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QUIET, PLEASE! 


Your Wire's TALKING 


Lynn H. Mandelbaum 


A Special Marriage 


“Ours is going to be a special kind of marriage,” my 
physician husband warned when he proposed. I wasn’t 
sure what he meant then, but believe me, I am now. 

I am not a nurse (unlike the author, RESIDENT 
PHYSICIAN, September 1960, “A Difficult but Rewarding 
Role”). I don’t subscribe to the extreme point of view 
that a doctor’s wife must completely subjugate herself to 
her husband and forget that she is an individual with 
thoughts and feelings. However, like the author of “Too 
Much Hogwash?” (RESIDENT PHYSICIAN, May 1961), 
I was a resident physician’s wife for a few years. I have 
recently graduated to the position of wife of a practicing 
physician. The “Hogwash” author has yet to experience 
this “unique” position, and perhaps when she does, she 
will forget her “me, myself and I” attitude and consider 
the purpose of her role in its entirety. 

Is marriage to a doctor like “any other marriage,” as 
the resident’s wife claims? I never thought so, and 
do not now. Even as a medical student’s wife, there 
are extra sacrifices and responsibilities one must 
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assume above and beyond the 
duties of the average young mar- 
ried. Terms such as “interdepen- 
dence” and “interrelationship’- 
are wonderful, and I am all for 
them. They are definitely essen- 
tial to any good marriage. 

But, what does a doctor’s wife 
do when the vacation trip has 
been planned and the luggage 
must be reactivated from the tops 
of closets, and packed — and 
hubby is nowhere to be found? 
Probably he is at the office, but 
more likely he is cheering up his 
heart patient at the hospital. 
We'd sure love a little of that 
“interdependency” here, but we 
swallow hard and get the ladder. 


Human being 


What does a doctor’s wife do 
when the big evening out to a 
hospital affair comes along, and 
the little wife is hysterically 
happy, thinking that at last she 
will have her man to herself? But 
does she? Of course not! The 
doctor gets involved with the 
others discussing an unusual case 
at the hospital, while his wife 
circulates among the wives with 
a stiff upper lip, wishing for a 
little more “interrelationship.” 

| believe, however, that a good 
doctor’s wife, not just “any wife 
of any husband,” as the previous 
author puts it, will make a spe- 
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Throughout my husband’s in- 
pletion of his residency . . . I 
have- avidly read the magazines 
you mailed to him. Of particular 
interest to me, have been the ar- 
ticles entitled “Your Wife’s Talk- 
ing.” Here, I feel, is finally the 
opportunity for the distaff side to 
make her views known. Perhaps 
some of it might be considered 
“hogwash,” inhuman or even a 
little self-righteous. But, after all, 
each of us is entitled to her own 
opinions, and I sincerely hope 
that you will give mine a chance 
to be published. They are in 
reply to an article subtitled, “Too 
Much Hogwash?” in the May 1961 
issue. 

The extreme remarks made in 
this article, so stirred my feelings, 
that I felt I must write down what 
I consider to be a more faithful 
picture of a doctor’s wife and her 
role in society. 

: L. H. M. 


cial effort to smile and accept it. 

Yes, the doctor is a human 
being, as the previous author 
suggests, but he is also quite 
special. There are many times 
he would like to sleep through 
the night without an emergency 
call but can’t; his bones are ach- 
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ing and his muscles cry out for 
rest, but out of the house he goes 
—three in the morning. Of course 
he would have loved to have 
seen that new Broadway musical 
for which you both had tickets 
for weeks, but a last minute call 
disrupts all plans and ends a 
beautiful dream. 

If the doctor is a little special, 
it follows so must be his wife and 
thus his marriage. No good hus- 
band, doctor or not, wants his 
wife kneeling at his feet waiting 
for the next command. This type 
is not a “bigger than thou” phy- 
sician, as the above author states, 
but simply a “bigger than thou” 
person. 


Efficiency 


Y Marriage is not meant to be an 
efficiently run job, where a wife’s 
personality is thwarted or non- 
existent, and here I do agree with 
the resident’s wife. However, she 
overlooks this fact that on the 
contrary, a wife’s and particu- 
larly a doctor’s wife’s responsi- 
bility, is to enrich her personality 
and broaden her horizons in 
order to help her marriage and 
her husband in his profession. 
Now this is where I differ and 
take issue with the previous 
author. Marriage is not just two 
people “adjusting and relocating” 
for mutual satisfaction. That is 
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almost equivalent to saying that 
“man is an island entire of him- 
self,” unless he happens to find 
an amiable companion!! Mar- 
riage should be a stable relation- 
ship wherein two people reach 
out to others around them for 
friendship, love, help and even 
mutual benefit. 


Share, support 


“Yes, a doctor can love his 
wife and family and still feel a 
prime responsibility to his pa- 
tients. This is something a doc- 
tor’s wife must share. This is the 
kind of support our physician 
husbands want. They know they 
have our love, or why would we 
have married them in the first 
place and had their children? 
(Any doubters in this depart- 
ment should seek help.) 

In her attempt to elevate the 
position of wife and mother, the 
above author has discredited it. 
She does her best to prove the 
worth of woman’s place in a good 
marriage, but in doing so, only 
renders woman more worthless. [ 
Ours, yours and mine, is a special } 
marriage, one in which a wife | 
can reap even greater love and f 
happiness if she is willing to give 
a little of herself to her hus- 
band’s “other love,” — human 
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WB When inflammation is present, Darvon combined 
with A.S.A.® Compound reduces discomfort to a 
greater extent than does either analgesic given alone. 


relief from pain, fever, and inflammation 
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Both products combine the analgesic advantages of Darvon with the antipyretic and 
anti-inflammatory benefits of A.S.A. Compound. Darvon Compound-65 contains twice 
as much Darvon as regular Darvon Compound without increase in the salicylate content 
or size of the Pulvule®. 


Formulas: 

Darvon Compound Darvon 
‘ . . 65 mg. 
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Darvon Compound: 1 or 2 Pulvules three or four times daily. 
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Tm first to teach general anato- 
my from the descriptive, histo- 
logic and comparative angles, he 
was a dramatic and popular 
teacher at the University of Edin- 
burgh as well as an interesting 
writer on anatomic illustration 
and natural history. His “The 
Races of Man” (1850) is an 


SOME 
THINGS 
CAN’T 
WAIT! 


What's the 


Doctor’s Name? 


original and very readable con- 
tribution to anthropology, one 
praised by Ralph Waldo Emerson. 

But he is best known from his 
association with the terrible 
“Burking” crimes. These were 
the times when bodies for dissec- 
tion were secured by secret and 
devious means. Graves were 


Your family, your future . . . they deserve insurance. 
Lack of money now need not be a deterring factor. 
Through a unique financing plan, you can have the Life 
Insurance and Disability Income Protection you need 
NOW ... and pay for it when you're financially able. 


300 Park Ave. Suite 1616, One La Salle St. Bldg. 2601 Wilshire Blvd. 
New York 22,N. Y. @ Chicago 2, Ill. @ Los Angeles 57, Cal. 


Yes, I am interested in an insured future. 
Please contact me to provide further information without obligation 


on deferred payment Life Insurance and non-cancellable Disability 


Income Protection. 
NAME 


AGE 


ADDRESS 


CITY 


HOSPITAL 
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robbed and funeral hearses way- 


laid by Resurrectionists and 
“Sack-em-up” men. In the case 
of a certain William Hare, mur- 
der was the means. Owed four 
pounds by a lodger who had 
died, Hare sold the body to the 
doctor at a profit. With his asso- 
ciate Burke, the two then entered 
upon a career of murder, intoxi- 
cating their lodgers and suffocat- 
ing them by closing their hands 
tightly over nose and mouth 
(“Burking”), then selling the 
bodies to doctors for a profit. 
Their victims numbered sixteen, 
the last of whom, before they 


V.A. 


SALARIES: 
$6,955 to 
$10,635 


For Information 


Neurology 


were caught, was found in our 
doctor’s rooms. 

All Edinburgh was aroused, 
particularly since two of the dead 
were women. The doctor was ex- 
coriated by press and pulpit, and 
mobs threatened to hang him. 

The doctor, innocent of prior 
knowledge of the crimes, faced 
his attackers bravely and de- 
fended himself in writing, but his 
career was over. 

As an aftermath, Lord War- 
burton’s Anatomy Act of 1832 
provided that unclaimed bodies 
go to medical schools. Can you 
identify this doctor? (Answer on 
page 197.) 


CAREER RESIDENCIES 


The Veterans Administration has immediate 
openings at various hospitals throughout the 
country in the following specialties: 


Pathology 


Physical Medicine and Rehabilitation 


Psychiatry 


Write: CHIEF MEDICAL DIRECTOR (11A) 


VETERANS ADMINISTRATION 
WASHINGTON 25, D. C. 


November 1961, Vol. 7, No. 11 


179 


n. 
Lis | 
ile | 
Te | 
nd 
re 
OPENINGS NOW! 
j | | 
| | 
| | 
= 


A Res 


Viediquiz 


These questions were prepared especially 
for RESIDENT PuysIciaN by the Profes- 
sional Examination Service, a division of 
the American Public Health Association. 
Answers will be found on page 193. 


1. Keratitis sicca occurs most 
often in: 

A) States of dehydration. 

B) People who work in the 
open air, such as farmers. 

C) Infants with congenital ab- 
sence of the lacrimal ducts. 

D) Aged, arteriosclerotic 
males. 

E) Women around the climac- 
teric. 


2. The stage in the course of 
a brucella infection when the 
patient is most apt to develop eye 
involvement is: 

A) During the first week after 
subsidence of the acute symp- 
toms. 

B) Within 24 hours after the 
onset of acute symptoms. 
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C) Shortly before the onset of 
systemic symptoms. 

D) The chronic stage. 

E) During the most 
stage of the disease. 


acute 


3. Moebius’ sign often seen in 
the post-encephalitic Parkinson- 
ian syndrome is the inability of 


the eyes to converge properly. It Many p 
is also seen frequently in: Your pre 
A) Cerebellar tumors. “ie 
B) Injury to the cervical sym- choice b 
pathetic nerve chain. 

C) Thyrotoxicosis. 
D) Carotid-jugular fistulae in ~ 
the neck. 
E) Lead poisoning. “The sperm 

which mor 


4. A 50-year-old woman com- 
plained of a swollen right eye of 


Resident Physician 


PhyZician MONTHLY FEATURE 
i 
— 4 
= 
i 
= 


"of ...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures them the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
ym- choice between Delfen and Preceptin is one of individual esthetic preference, 


»|lLelfen  Preceptin 


“The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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Mediquiz Booklets 


© A third volume of 150 Medi- 
quiz® questions, answers and ref- 
erences, compiled by the Profes- 
sional Examination Service, Divi- 
sion of the American Public Health 
Association, is now available in 
booklet form for $1 per copy. The 
supply of booklets is limited. To 
be certain you get your copy, send 
your dollar now to: 


Professional Examination Service 

Department 66 

American Public Health 
Association 

1790 Broadway 

New York City 19, N. Y. 


e Please specify "Volume 3." 
Copies of Volumes | and 2 are 
available at $1 each for those who 
missed out on these valuable study 
aids. 


Other Mediquiz questions, 
never published in Resident Physi- 
cian, but prepared especially for 
internists and general practition- 
ers, are also available in reprint 
form. Write the address above, 
ask for "MT-Volume I," and en- 
close $! for each copy desired. 


Examination re- 
vealed edema of the lids, con- 
junctivae and cornea on the right 
with moderate exophthalmos and 
ophthalmoplegia. The orbital 
contents were observed to pulsate 
and a murmur was audible over 
the temporal region. The cause 
of her difficulty was probably: 

A) Retro-orbital angioma. 

B) Retro-orbital hemorrhage. 

C) A carotid-cavernous sinus 
aneurysm. 

D) Retinal detachment. 

E) Thrombosis of the central 
retinal vein. 


sudden onset. 


5. A Colles’ fracture is char- 
acterized by the so-called ‘silver 
fork’ deformity of the wrist. This 
is brought about by the: 

A) Avulsion of the ulnar sty- 
loid. 

B) Perilunar dislocation of the 
carpus. 

C) Dorsal angulation of the 
articular surfaces of the radius. 

D) Palmar angulation of the 
articular surface of the radius. 


E) Proximal displacement of ¥ 


the radial Styloid. 


6. Volkmann’s contracture after ga 


considered to be caused by: 

A) Direct injury to the mus- 
cles. 

B) Injury to the nerve supply 
of the muscles. 
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C) Interference with the blood 
supply of the muscles. 

D) Congenital deformity of 
the muscles. 


E) Calcification of the mus- 


cles. 


7. The proper treatment of 
the Bennett type of fracture of 
the first metacarpal bone re- 
quires: 

A) Adduction and fixation to 
the hand. 

B) Immobilization 
sion. 

C) Immobilization on a 
straight dorsal splint. 

D) Immobilization on a curved 
splint. 

E) Abduction and traction. 


in exten- 


8. The best method now avail- 
able to increase the number of 
cures of cancer of the stomach 
is to: 

A) Perform 
mies. 

B) Decrease the incidence of 


total gastrecto- 


@pulmonary embolism by vein 


ligation. 


C) Irradiate the abdomen 


is WBafter gastrectomy. 


D) Reduce the delay from on- 
set of symptoms to surgical inter- 
ention. 
E) Advocate the wider use of 
itrogen mustard. 
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9. Which of the following 
questions would be most effective 
in testing a provisional diagnosis 
of irritable colon in a patient 
complaining of abdominal pain? 

A) Is your abdomen usually 
tender? 

B) Do you tend to bloat after 
meals? 

C) Have you had any black 
stools? 

D) Do you tend to vomit a 
great deal? 

E) Are your pains relieved by 
belching? 


10. The treatment of choice 
of congenital spherocytic hemo- 
lytic anemia is: 

A) Vitamin 

B) Liver extract. 

C) Iron. 

D) Spray irradiation. 

E) Splenectomy. 


11. A 2-year-old boy was ex- 
amined because of frequent pro- 
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On Ritalin, 
patients 
...9O all day 


When lethargy is a medical 
problem—in menopause, 
senility, convalescence, 
oversedation, and mild 
depression, for example— 
the gentle stimulant action 
of Ritalin restores normal 
physical and mental activity. 
Summarizing the results of 
therapy with Ritalin in 

89 patients who were either 
chronically ill, convalescing, 
depressed, or oversedated, 
Natenshon* states: “They 
were alert, fatigue 
disappeared, and they could 


go all day without tiring.” 
Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 

SUPPLIED: Tablets, 5 mg. (pale 
yellow), 10 mg. (light blue), 20 mg. 
(peach colored). For complete 
information about Ritalin 

(including dosage, cautions, and 

side effects), see current Physicians” 
Desk Reference or write 


RITALIN® hydrochloride (meth 
phenidate hydrochloride CIBA) 


without tiring.” 


tracted nose bleeds. Laboratory 
data revealed a mild hypochromic 
anemia, normal white cell count 
and differential, platelet count 
310,000 (venous blood, method 
of Tocantins), prothrombin time 
14.5 seconds with 14.0 seconds 
control (quick method), bleeding 
time (Duke) 2.0 minutes, clotting 
time (Lee and White) 47 minutes, 
clot retraction time 40 minutes, 
tourniquet test (cuff pressure mid- 
way between systolic and dia- 
stolic pressure for 8 minutes) 
showing 5 hemorrhagic spots in 
a circle 5S cm. in diameter. 
Among the following the most 
likely diagnosis is: 

A) Purpura hemorrhagica. 

B) Constitutional afibrinoge- 
nemia. 

C) No disease except blood- 
loss anemia. 

D) Hemophilia. 

E) Allergic purpura. 


12. The most common cause 
of chronic secondary hyperpara- 
thyroidism is: 

A) Chronic renal disease. 

B) Diabetes mellitus. 

C) Tumors of the parathyroid 
gland. 

D) Hyperthyroidism. 

E) Tumors of the anterior 
pituitary gland. 

Answers and References 
See Page 193 
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Rates 


Personal classified advertising rates 
are $5.00 for ads of thirty words or 
less plus 15e for each additional word. 
When a box number is used and an- 
swers sent care of ResipENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 

For semi-display ads set in bold face, 
the rate is $6.00 for 30 words or less, 
plus 17ec for each additional word. 

Commercial classified rates are $10.00 
for ads of twenty words or less plus 
20c for each additional word. Com- 
mercial rates include all ads of manu- 
facturers, dealers, agencies, ete. Count 
four additional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $12.00 for 20 
words or less, plus 25¢ for each addi- 
tional word. 

All classified ads payable in advance. 
Forms close 15th of month prior to 
date of issue. ResipeNtT PuysIcian, 
1447 Northern Boulevard, Manhasset, 
New York. 


Are you financially able to enter private 
Practice? Or would you prefer a salaried 
Position with regular hours in the medical 
departments of industry or insurance com- 
panies — or in clinical investigation and 
research and development with a pharma 
ceutical company? Salaries range from 
$12,000 to $15,000 with many fringe benefits. 


The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 


PHYSICIANS WANTED 


PHYSICIAN with or without psychiatric exper 
ence for a 1700-bed progressive neuropsych 
atric hospital. Salary $10,635 to $13,730 
Extra allowance of 15%, if board certifies 
Write: Manager, Veterans Administration 
Hospital, Danville, Illinois. 


GENERAL PRACTITIONER; suburb of Un 
versity city western New York; very active 
modern practice; wants ambi itious perma 
nent assistant or partner. Foreign traineo 
taking New York State license accepted 
Give handwritten details (incl. photo) 
first letter. Write: Box 961, Resident Phys 
cian, 1447 Northern Boulevard, Manhasse’ 
New York. 


—. BOARD ELIGIBLE. WRITE: Bo 


07 c/o Resident Physician, 1447 Norther 
Boulevard, Manhasset, New York. 
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Answers and References 


1(&) 
2() 
3(C) 


4(C) 


(From page 180) 


Adler, Gifford's Textbook of 
Ophthalmology, 1947, 239. 
Adler, Gifford's Textbook of 
Ophthalmology, 1947, 440. 
Cabot and Adams, Physical 
Diagnosis, 13th ed., 86. 

Brain, W. R., Diseases of the 


Nervous System, 4th ed., 195], 
311. 


Item writer's experience: ap- 
proved by 3 reviewers. 


Christopher, F., Textbook of Sur- 
gery, 3rd ed., I71. 


Christopher, F., Textbook of Sur- 
gery, 3rd ed., 663. 


Welch and Allen, Carcinoma of 
the Stomach," New Engl. J. of 
Med., 4722/48, 238, 583-589. 


Item writer's experience: ap- 
proved by 3 reviewers. (Affirma- 
tive answer would rule out irri- 
table colon.) 


Conn, Current Therapy, 1951, 
144. 

Wintrobe, M. M., Clinical Hema- 
tology, 3rd ed., 1951, 780. 


Williams, R., Textbock of En- 
docrinology, 610. 


PSYCHIATRIC RESIDENTS — VA_ Hospital, 
Sepulveda, California, near Los Angeles. 
Affiliated with 3 medical schools; 956- eds, 
predominately psychiatric, Approved 3- 
years. Stipend (non-career) $3495 to $4475; 
(career) $6995 to $10,635. Must be a citizen. 
For information write to: Max Unger, a 
Associate Chief of Staff, VA Hospital, Sepul- 
veda, California. 


INTERNAL MEDICINE RESIDENCY — vacancy 
for one first and one second year resident, 
January, 1962; approved three-year program; 
300-bed community hospital; facilities in- 
clude 15% charity load; active er corr 
department; home care program; ECFMG 
certificate required for foreign medical 
graduates; personal interview mandatory; 
additional information provided on request. 
Apply: Director Medical Education, Memo- 
rial Hospital, Charleston 4, West Virginia. 


PATHOLOGY RESIDENT—fully approved pro- 
gram; active 450-bed hospital; 2 Board 
certified pathologists in full-time attendance; 
over 8000 surgicals; over 50 percent au- 
topsies; full clinical wy service in 
new laboratory wing. Apply: Dr. Philip 
Wasserman, Director of Clinical Labora- 
oan” The Jewish Hospital, Cincinnati 29, 

io. 


RESIDENT PHYSICIAN — Lafayette Charity 
Hospital, Lafayette, Louisiana, offers a one 
year rotating general practice residency; 
salary $450.00 per month; — program 
under supervision of Louisiana State Uni- 
versity School of Medicine; hospital has 523 
beds; fully approved by the Joint Com- 
mission on Accreditation of Hospitals. If 
interested, kindly write: Dr, O. F. Daly, 
Superintendent, Lafayette Charity Hospital, 
Lafayette, Louisiana. 


APPROVED RESIDENCIES IN MEDICINE in 
cancer research hospital. Excellent facilities 
for clinical training. Participate in research 
in Hematology, Endocrinology, Metabolism, 
Cancer Chemotherapy. Internship one prior 
year residency in medicine in U.S.A. ECFMG 
qualified and interview required, Salary: 
$4,560-$5,280, Write: Chairman, Medica! 
Residency Committee, Roswell Park Memorial 

Institute, Buffalo, New York. 


PHYSICAL MEDICINE & REHABILITATION 
Residencies—Three-year approved program; 
starting dates open; new 5/6-bed general 
medical and surgical hospital (downtown 
Chicago); affiliated with Northwestern Uni- 
versity Medical School and the Rehabilita- 
tion Institute of Chicago; teaching and re- 
search opportunities; regular residencies 
tw $4475: career residencies $7560-$10,635; 

U.S. citizen. Write fee Louis B. Newman, 
M.E., M.D., Chief, +."-~ Medicine and 
Rehabilitation Service, Veterans Administra- 
tion Research Hospital, 333 East Huron 
Street, Chicago IIlinois. 
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RESIDENCIES: Applications considered for 
July 1, 1962 appointment in the approved 
residency training programs in internal medi- 
cine, pathology, pediatrics, and surgery, in 
hospitals of the Miners Memorial Hospital 
Association in Kentucky and West Virginia; 
large outpatient departments; good clinical 
material; full-time staffs include clinical 
specialties as well as pathology, radiology, 
anesthesiology and physical medicine; begin- 
ning stipends $4800 if single, $5400 if mar- 
ried; for U.S. graduates who are eligible 
for licensure in Kentucky and West Virginia 
there is also possibility of individually 
arranged career residency appointments in 
which residency appoint ts are matched 
by full-time practice in MMHA hospitals on 
a year-for-year basis; career residents receive 
higher stipends during their residency years 
in return for the matching full-time practice. 
For information, write to: The Clinical Direc- 
tor, Miners Memorial Hospital Association, 
1427 Eye Street, N.W., Washington 5. D. C. 


PATHOLOGY RESIDENCY AVAILABLE January 
and July, 1962; 4-year approved A.P. and 
C.P. 1400-bed active general hospital servic- 
ing large population; five full-time staff 
pathologists plus seven consultants; spacious 
new quarters; well-equipped clinical labora- 
tories with exceptionally well-qualified teach- 
ing personnel; full 50% of time devoted to 
clinical pathology; well integrated and 
organized training program; affiliated with 
University of California Medical School, Los 
Angeles County Hospital and St. Johns 
Hospital of Santa Monica; situated in fine 
residential area in cool, smog-free West 
Los Angeles close to University of California 
Campus, Malibu, Santa Monica and other 
beach resorts; career residencies available; 
starting salary $7000 to $10,000; regular resi- 
dencies, $3495 to $5315. Apply to: B, G 
Fishkin, M.D., Chief of Laboratory Service, 
VA Center, Wilshire & Sawtelle Boulevards, 
Los Angeles 25, California. 


INTERNAL MEDICINE RESIDENCY PRO- 
gram: vacancy for first or second pe 
resident at Harlan Memorial Hospital, P.O. 
Box 960, Harlan, Kentucky; program fully 
approved; 187-beds; large outpatient service 
and full-time specialist staff; beginning 
stipend $4800 if single, $5400 if married. 
Apply to Chief of Internal Medicine, 


ORTHOPEDIC SURGERY RESIDENCY: 3-year 
program: approval pending: general hospi- 
tal: 527-adult beds; 43-pediatric beds; 56- 
bassinets: plus affiliation with St. Charles 
Children's Hospital; 50-beds; active clinics. 
Address inquiries to: Sidney S$. Gaynor, 
M.D.. Lenox Hill Hospital, 100 East 77th 
Street New York 21, New York, 


OB-GYN RESIDENCY —salary $425-$475 per 
month; large charity service; supervised by 
certified instructors; applicant must be capa- 
ble of teaching interns and general practice 
residents, Apply: Kenneth E. Mcintyre, M.D., 
Director of Medical Education, 1000 West 
Moreno, Pensacola, Florida. 
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BOSTON CITY HOSPITAL AND HARVARD 
medical school: three second-year Psychiatric 
residencies and three third-year residencies 
at Boston City Hospital beginning July, 
1962: requisites are one-year of postgraduate 
medical and psychiatric training to second- 
year posts and two-years psychiatric training 
for third-year posts; concurrent appointment 
as teaching fellow in psychiatry, Harvard 
Medical School; total salary $3376 per year 
second year; $4643 third-year and complete 
maintenance; supervised, dynamically, ori- 
ented psychotherapy in outpatient clinic and 
small inpatient unit for selected cases; con- 
sultation service to all departments; the 
service includes active investigation with the 
surgical, medical and neurology services, 
hence the unusually wide selection of case 
material: residencies are fully accredited 
and are approved for Exchange Visitor 
Status. Applicants who are foreign medical 
graduates must have passed the American 
Medical Qualification Examination for for- 
eign medical graduates. Applications for 
residencies beginning July |, 1963 may also 
be made at this time. Please apply to Dr. 
Philip Solomon, Psychiatry Service, Boston 
City Hospital, Boston 18, Massachusetts. 


WANTED: NOW ACCEPTING APPLICATIONS 
for residents who have completed three years 
of approved psychiatric training and wish 
to obtain credit in 4th and 5th year in 
preparation for Board examinations in dy- 
namically oriented 1000-bed N.P. Hospital 
approved for 3-year psychiatric residency 
program; affiliated with department of 
psychiatry and neurology, University of lowa 
Medical Center; after completing joard eli- 
ability, limited staff openings; must obtain 
regular lowa license, and be a graduate of 
approved school; well organized inpatient, 
adult and children services, and expanding 
outpatient department; beginning stipend 
$12,600 to $13,500; for Board eligible to 
$15,600; Board certified to $22,800; immediate 
openings because of expanding program. 
Write: S$. M. Korson, M.D., Superintendent, 
Mental Health Institute, Independence, lowa. 


ANESTHESIOLOGY—approved two-year resi- 
dency: wide clinical experience and active 
didactic program; stipend $4800 to $6000 
per year; appointment available for January 
1, 1962 and July 1, 1962. For further infor- 
mation, write: Oral B. Crawford, M:D., St. 
John's Hospita® Springfield, Missouri. 


OPENINGS FOR RESIDENTS IN PSYCHIATRY 
in 915-bed progressive hospital: three-year 
approved psychiatric residency through 
affiliation with Louisiana State University 
and Tulane University Medical Schools; op 
portunities for teaching and research 
psychoanalysis available in third-year by 
private arrangement; organized training 
while living on the beautiful Gulf Coast; 
starting salaries from $6995 to $10,635, plus 
many fringe benefits. For information write 
Dr. J. T, May. Associate Chief of Staff, VA 
Hospital, Gulfport, Mississippi. 
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X-RAY DIAGNOSIS 
(Answer from page 22) 


COooLey’s ANEMIA 

Marked widening of the medullary 
cavities of the skull (including the 
facial bones) and of the distal por- | 
tions of both upper extremities. The 
widening has produced thinning of 
the cortices. There are numerous 
small calcific areas in the medullary 
cavities as result of infarcts. 


EKG DIAGNOSIS 


NS (Answer from page 28) 

ish COMPLETE RIGHT BUNDLE 

BRANCH BLOCK | 

= The tracing illustrates the typical find- | 

of ings of complete right bundle branch | 

- block. The presence of RBBB does | 

fain not necessarily indicate myocardial 

r, disease, in contrast to LBBB. 
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za 


piece makes an outstanding 
i (Answer from page 178) | gift or prize that surely will be 
van Roseat KNox | treasured by its recipient. Com- 
"st bining grace and a touch of 
humor, it will add a note of 
s charm to office or home. 
= | Styled and hand-painted by 
ough _ Italian artists, the glazed ce- 
op DERMATOLOGICAL DIAGNOSIS ramic stands a full 12 inches 
¥° (Answer from page 36) high. Price $19.75 each. 
oat Allergic contact dermatitis | MEDICAL TIMES OVERSEAS, INC 
i due to ragweed oleoresin | DEPT. RP, 1447 NORTHERN BOULEVARD 
4 VA — | MANHASSET, NEW YORK 
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